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CHAPTER I| 


The Evolving Clinical Practice 
of Couple Therapy 


ALAN S. GURMAN 


Cassie therapy, traditionally referred to as “marital therapy” (or, before that, as 
“marriage counseling”; Broderick & Schrader, 1981) refers to a varied set of psy- 
chotherapeutic interventions, techniques, methods, strategies, and perspectives 
intended to help intimate relationship partners reduce important (and usually 
recurrent) aspects of relationship distress and enhance relationship satisfaction. 
Usually, but not always, provided to partners in conjoint meetings, couple- 
focused psychotherapy is regularly practiced not only with married heterosexual 
couples, but also with nonmarried cohabiting and noncohabiting couples, and 
with both same-sex and opposite-sex partners. 

Once viewed as the “ambivalently embraced stepchild” (Gurman, 1985, p. 
xiii) of family therapy (e.g., Haley, 1984, pp. 5—6, who famously noted that 
marriage counseling did not seem relevant to the . . . family therapy field”), 
or at least, as a subtype of family therapy (Gurman & Fraenkel, 2002), couple 
therapy has emerged in the last decade as a psychotherapeutic domain of theory 
development, practice, and research that stands on its own, and there now exists 
a clearly autonomous and coherent clinical literature in the field (e.g., Gurman, 
2008a). Interestingly, major surveys of the practices of “family” therapists (e.g., 
Doherty & Simmons, 1996; Rait, 1988) have found that whole families make 
up only about one-third of “family” clinicians’ work, and that couple problems 
constitute the presenting problem in almost two-thirds of their cases. Ironically, 
such surveys support the identification of Nathan Ackerman (1970), the unof- 
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ficial founder of family therapy, of “the therapy of marital disorders as the core 
approach to family change” (p. 24). 


WHY COUPLE THERAPY MATTERS 


Although the evolving practice of couple therapy is certainly not limited to mar- 
ried couples, it is instructive to consider that significant cultural changes in the 
last half century have had an enormous impact on marriage and the expectations 
and experiences of those who marry or enter other long-term committed rela- 
tionships. For example, reforms in divorce law €.g., no-fault divorces), more lib- 
eral attitudes about sexual expression, the increased availability of contraception, 
and the growth of the economic and political power of women have all increased 
the expectations and requirements of marriage to go well beyond maintain- 
ing economic viability and assuring procreation. For most couples nowadays, 
marriage is also expected to be the primary source of adult intimacy, support, 
and companionship and a facilitative context for personal growth. At the same 
time, the “limits of human pair-bonding” (Pinsof, 2002, p. 135) are increasingly 
clear, and the transformations of marital expectations have led the “shift from 
death to divorce” as the primary terminator of marriage (Pinsof, 2002, p. 139). 
With changing expectations not only of marriage itself but also of the perma- 
nence of marriage, the public health importance of the “health” of marriage has 
understandably increased. Whether through actual divorce or chronic conflict 
and distress, the breakdown of marital and other long-term committed intimate 
relationships exacts enormous costs. 

Recurrent couple conflict and divorce are associated with a wide variety of 
problems in both adults and children. Divorce and couple problems are among 
the most stressful conditions people face. Partners in troubled relationships are 
more likely to suffer from anxiety, depression and suicidality, and substance 
abuse, and from both acute and chronic medical problems and disabilities such 
as impaired immunological functioning and high blood pressure. They are also 
more susceptible to sexually transmitted diseases and more accident prone. 
Moreover, the children of distressed couples are more likely to suffer from anxi- 
ety, depression, conduct problems, and impaired physical health. 

Couple therapy now makes up an essential component of mental health 
services—emerging partly in response to a divorce rate of approximately 50% for 
first marriages in the United States—and relationship difficulties are probably 
the most frequent reason for seeking mental health services. But in addition to 
the high prevalence of couple distress in both clinical and community samples, 
the adverse impact of couple distress on both the emotional and physical well- 
being of adults and their children has contributed significantly to the stature of 
couple therapy as an increasingly available component of mental health services. 
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Although couple therapy most often aims to reduce overall relationship distress, 
couple-based interventions have also been developed to treat couples in which 
one or both partners struggle with impairing individual emotional or behavioral 
disorders (Whisman & Snyder, 2003). 


WHY PEOPLE SEEK COUPLE THERAPY 


Although physical and psychological health are significantly affected by cou- 
ple relationship satisfaction and health, there are more common reasons why, 
phenomenologically speaking, couples seek, or are referred for, conjoint therapy. 
These concerns typically involve relational matters such as emotional disengage- 
ment and waning commitment, power struggles, problem-solving and com- 
munication difficulties, jealousy and extramarital involvements, value and role 
conflicts, sexual dissatisfaction, and abuse and violence (Geiss & O'Leary, 1981; 
Whisman, Dixon, & Johnson, 1997). Generally, couples seek therapy because of 
threats to the security and stability of their relationships with the most signifi- 
cant attachment figures of adult life. 


SOME COMMON CHARACTERISTICS 
OF COUPLE THERAPY 


Modern approaches to couple therapy include important concepts from general 
systems theory (the study of the relationship between and among interacting com- 
ponents of a system that exists over time), cybernetics (the study of the regulatory 
mechanisms that operate in systems via feedback loops), and family development 
theory (the study of how families, couples, and their individual members adapt 
to change while maintaining their systemic integrity over time). In addition, 
existing models of couple therapy have been significantly influenced, to varying 
degrees, by psychodynamic (especially object relations) theory, humanistic the- 
ory, and cognitive and social learning theory (see Gurman, 1978, for an extensive 
comparative analysis of the psychoanalytic, behavioral, and systems theory per- 
spectives, and Gurman, 2008a, for a comprehensive exposure to contemporary 
models), as well as the more recent perspectives provided by feminism, multicul- 
turalism, and postmodernism (Gurman & Fraenkel, 2002). 

Despite this wide array of significant influences on the theory and practice 
of couple therapy, a number of central characteristics are held in common by the 
great majority of currently influential approaches to couple treatment. Gurman 
(2001) has identified the dominant attitudes and value systems of couple thera- 
pists that differentiate them from traditional individual psychotherapists, as well 
as four central technical factors common to most models of couple therapy. Most 
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couple therapists value (1) clinical parsimony and efficiency, (2) the adoption of a 
developmental perspective on clinical problems along with attention to current 
problems, (3) a balanced awareness of patients’ strengths and weaknesses, and (4) 
a deemphasis on the centrality of treatment (and the therapist) in patients’ lives. 
These common attitudes significantly overlap the core treatment attitudes of 
brief individual therapists (cf. Budman & Gurman, 1988) and help most couple 
therapy to be quite brief by traditional psychotherapy standards. 

Gurman also identified four central sets of technical factors that regularly 
characterize couple (and brief) therapy. First, the meaning of time is manifest in 
three particular ways. While couple therapists generally adopt a developmen- 
tal perspective on clinical problems, they see an understanding of the timing of 
problems (i.e., “Why now?”) as essential to good clinical practice, but with rela- 
tively little attention paid to traditional history taking. In addition, most couple 
therapists do not expend a great deal of effort in formal assessment, and thus the 
timing of intervention usually seems quite early by traditional individual psycho- 
therapy standards, with active, change-oriented interventions often occurring in 
the first session or two. Moreover, the siming of termination in most couple therapy 
is typically handled rather differently from the ending of traditional individual 
psychotherapy in that it is uncommon for couple therapists to devote much time 
to a “working through” phase of treatment. Couples in therapy rarely find ter- 
mination to be as jarring an event as do patients in individual therapy, in part 
because the intensity of the patient—therapist relationship in couple therapy is 
usually less than it is in individual therapy. 

Second, the establishment of a clear treatment focus is essential to most 
couple therapists (Donovan, 2000). Many couple therapists emphasize the cou- 
ple’s presenting problems, some even limiting their work to these problems, and 
all couple therapists respect them. Couple therapists often show minimal inter- 
est in a couple’s general patterns of interaction and tend to emphasize the pat- 
terns that revolve around presenting problems—that is, the system’s “problem— 
maintenance structures” (Pinsof, 1995). 

Third, couple therapists tend to be eclectic, if not truly integrative, in their 
use of techniques; to be ecumenical in the use of techniques that address cogni- 
tive, behavioral, and affective domains of patients’ experience; and, increasingly, 
to address both the “inner” and “outer” person. Moreover, couple therapists of 
varying therapeutic persuasions regularly use out-of-session “homework” tasks 
in an effort to provoke change that is supported in the natural environment. 

Fourth, the therapist—patient relationship in most couple therapy is seen 
as far less pivotal to the outcome of treatment than in most individual therapy 
because the central healing relationship is the relationship between the couple 
partners. Moreover, the usual brevity of couple therapy tends to mitigate the 
development of intense transferences to the therapist. In contrast to much tradi- 
tional individual psychotherapy, the classical “corrective emotional experience” 
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is found within the couple-as-the-patient, that is, within the couple’s potential 
as a healing relational system. 


A BRIEF HISTORY OF THE PRACTICE 
OF COUPLE THERAPY 


In order that the reader may appreciate the cases offered in this volume with 
some perspective about the evolving practice of couple therapy, we provide a 
brief history of the dominant forces in the field. Gurman and Fraenkel (2002) 
have presented a comprehensive historical account of the evolving theory and 
practice of couple therapy, describing four distinctive phases in this history. The 
first phase, “atheoretical marriage counseling formation,” lasted from approxi- 
mately 1930 to 1963. This period began with the opening of marriage counsel- 
ing centers in several U.S. cities and in the United Kingdom, and culminated in 
the first legal recognition of the marriage counseling profession in California, in 
1963. The sole national professional organization in the field during this period 
was the American Association of Marriage Counselors, which changed its name 
first to the American Association of Marriage and Family Counselors, and finally, 
in 1978, to the American Association for Marriage and Family Therapy. These 
nominal changes reflected significant political accommodation to, and attempts 
to merge with, the emerging, and clearly more powerful, field of family therapy 
(Broderick & Schrader, 1981). 

Marriage counseling was a service-oriented profession, composed in large 
measure of obstetricians, gynecologists, clergy, social workers, and family life 
educators. The clinical work, which did not regularly use conjoint therapy until 
well into the 1970s, emphasized adjustment to culturally dominant marital 
roles and advice and information giving about practical aspects of married life, 
including sexuality and parenting, what might now be considered a form of 
psychoeducation. It was usually very brief and focused on preventive goals. Mar- 
riage counselors did not work with couples in severe conflict, or with significant 
individual psychopathology, and changed their “counseling” moniker to “ther- 
apy” to be more widely accepted among the traditional mental health profes- 
sions. Unfortunately, this first historical phase did not produce any influential 
clinical theories or theorists and was accurately characterized by Manus (1966) 
as a “technique in search of a theory” (p. 449). This period may be appropriately 
dubbed “the know-nothing phase.” 

Couple therapy’s second phase (1931-1966), “psychoanalytic experimenta- 
tion,” began with bold challenges by such psychiatrists as Mittelman (1948) 
to the conservative dominant psychoanalytic tradition against the inclusion of 
analysands’ relatives in treatment. Noticing the apparent “interlocking neuroses” 
of married partners in psychoanalysis and the inconsistencies in the narratives 
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told by partners in separate analyses to the same psychoanalyst, such innovators 
gradually experimented with different combinations and sequences of working 
with both partners, including some work with the conjoint approach. Even as 
the conjoint approach to couple therapy within psychoanalytic circles became 
more commonplace late in this period, the treatment focus remained largely on 
the partners as individuals, not on their jointly constructed dyadic system, and 
on the patient—therapist transference (e.g., Sager, 1967). With such a continuing 
emphasis, this period in the evolving practice of psychoanalytic couple therapy 
may justifiably be called “the therapist-knows-everything phase.” Psychoanalytic 
marital therapists had not yet recognized the healing power within couples’ own 
relationships. 

More recent developments in the clinical theory of conjoint couple therapy 
from a psychodynamic perspective known as object relations theory (e.g., Scharff 
& Scharff, 2008), which had its origins during this period (e.g., Dicks, 1967), 
have shown an increasing systemic awareness about couple relationships. For 
example, object relations proponents posit that, from interactions first and fore- 
most with the mother or surrogate caretaker, individuals develop internalized 
images of the self-images of significant others and images of transactions con- 
necting these images or objects. From this perspective, maladaptive relation- 
ship patterns of adults reflect enduring pathogenic introjects that give rise to 
inevitable frustration when these are projected onto an intimate partner and are 
unwittingly confirmed by the partner’s response. In distressed marriages, part- 
ners’ pathogenic introjects interact in an unconscious, complementary manner, 
resulting in recurrent disappointments and persistent conflict. Consequently, a 
central goal of psychoanalytically oriented couple therapy is to help partners 
modify each other’s projections, distinguish these from objective aspects of their 
own self, and assume ownership of their own projections. Modern as well as 
earlier versions of psychoanalytic couple therapy continue to emphasize the time- 
honored interpretation of defenses (both joint and individual) and the use of free 
association. 

But just at the time when a more systemic awareness was emerging within 
this approach, the conceptual cutting edge of psychoanalytic couple therapy was 
profoundly dulled by the rapidly accelerating family therapy movement, which 
overwhelmingly disavowed most psychoanalytic/psychodynamic principles in 
favor of a more mechanistic “black box” understanding of human behavior. Psy- 
choanalytically oriented couple therapy, with rare exceptions (e.g., Framo, 1965) 
went underground, but, as noted, has resurfaced in important ways with the 
recent growth of object relations theory. 

In couple therapy’s third phase (1963-1985), “family therapy incorpora- 
tion,” there were a few influential voices within the family therapy field that had 
a major impact on clinical practices from the family systems perspective. Don 
Jackson of the Mental Research Institute (MRI) in California; Jay Haley, also of 
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the MRI and, later, the famous Philadelphia Child Guidance Clinic and his own 
Family Therapy Institute of Washington, DC, who exemplified the “system pur- 
ists’ (Beels & Ferber, 1969); and Murray Bowen at the Menninger Clinic, then 
at the National Institute of Mental Health, and later at Georgetown University, 
showed little or no interest in, and at times even disdain for, the psychology of 
the individual, unconscious motivation, and anything that smacked of the theo- 
ries of mainstream psychoanalysis and psychiatry. 

Jackson (1965) contributed the seminal concepts of “family homeostasis,” 
“family rules,” and the “marital quid pro quo,’ and Haley (1963), a pioneer in 
the strategic approach, emphasized the interpersonal functions of symptoms and 
the power and control dimensions of couple relationships. The defining meta- 
phor in Jackson’s discussion of marital relationships was the marital “quid pro 
quo.” The essence of the quid pro quo pattern is an implicit and unwritten (out 
of awareness) set of ground rules that spouses use to define themselves within 
their relationship. Jackson noted that the quid pro quo was not overt, conscious, 
or the tangible result of real bargaining. Jackson described in great detail the 
specific techniques he used to help couples fashion new, more adaptive, conscious 
rules for their relationship. These included taking turns expressing one’s views 
on a focused topic, followed by the listener’s summarization of what he or she 
has heard; an emphasis on behavioral specificity in making relational requests; a 
prohibition against mind reading; the use of “the floor” by the speaker; and the 
termination of negative interactions to prevent escalation, followed by calmer 
resumption of the discussion. Not surprisingly, these communication techniques 
were incorporated in subsequent social-learning theory-based (behavioral) 
approaches to couple therapy emphasizing communication skills-building as a 
mechanism of change. Such similarities aside, his therapy approach was funda- 
mentally phenomenological. 

More than any other individual, Haley influenced at least an entire gen- 
eration of couple and family therapists to see family dynamics as products of a 
“system” rather than as features of persons. He (1963) argued that the central 
relational dynamic of marriage involves power and control, and that marital 
conflicts typically arise when the relationship is marked by rigid symmetry or 
complementarity—or when the hierarchical structure is ambiguous. Symptoms 
of individuals in a marriage, as well as straightforward relational complaints, 
were viewed as serving a functional advantage for the partners-as-a-dyad—that 
is, as strategies for gaining control or influence. Because symptoms and other 
problems were seen as functional for the couple unit, resistance to change was 
considered virtually inevitable. 

As a result of these views, Haley’s therapeutic interventions emphasized 
planned, pragmatic, parsimonious, present-focused efforts to disrupt patterns of 
behavior that appeared to maintain the couple’s major problem. Haley was active 
in finding creative ways to modify problem-maintaining patterns of interacting 
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so that symptoms, or other presenting problems, no longer served their earlier 
maladaptive purposes. Directives were the most important therapist change- 
inducing tools. Some directives were straightforward, but Haley also helped to 
create an impressive assortment of indirect and sometimes resistance-oriented 
paradoxical directives, such as reframing, prescribing the symptom, restrain- 
ing change, or relabeling the phenomenon in ways that challenged assumptions 
about its causes or meaning. Because of Haley’s more indirect and top-down style 
of practice and his enormous therapeutic technique footprint on the landscape of 
clinical practice with couples during this era, one might be inclined to nickname 
this period of family therapy incorporation (of marriage counseling and psycho- 
dynamic couple therapy) “the therapist-thinks-s/he-knows-everything-but-won't- 
tell-the-couple-anything phase.” 

Moreover, Haley urged clinicians to avoid discussing the past, resist temp- 
tations to instill insight, and downplay couples’ direct expression of wishes and 
feelings. In this regard, both his theories and techniques stood in direct opposi- 
tion to prevailing psychoanalytic notions that predated his influence. In addition, 
his belief about the near-inevitability of resistance to change challenged beliefs 
in the inherent restorative potential of committed relationships held by some of 
his closest contemporaries—fueling a philosophical split that has continued to 
some degree to this day. 

The virtual antithesis of Haley’s stance toward couple therapy was reflected 
in the work of Virginia Satir (1964). She emphasized the functioning and expe- 
riencing of the individual as much as the individual-in-relationship context. She 
viewed the roles people assume in close relationships €.g., “victim,” “placater,” 
“rescuer”), and the dysfunctional communication styles they exhibit as funda- 
mentally expressions of low self-esteem and poor self-concept. Self-esteem and 
one’s quality of communication were thought to exist in a circular relationship, 
so that poor self-esteem leads to poor communication which, in turn, leads to 
poor self-esteem. Satir viewed the couple’s system as composed of three parts: 
one’s perceptions of self and other, how one thinks and feels and shows (or “mani- 
fests”) these experiences, and how one reacts to others. 

For Satir, the main goal of her experiential couple therapy was to foster 
greater self-esteem and self-actualization by increasing the congruence and clar- 
ity of self-expression about relational needs, self-perceptions, and perceptions of 
one’s partner; increasing self-awareness; removing protective “masks” that shield 
authentic self-revelation; and accepting and valuing differences. Such change 
represented goals of growth rather than stability. Toward these ends, a wide vari- 
ety of interventions were used, ranging from verbal methods such as emphasis 
on talking to rather than about one’s mate, intensifying the immediacy of one’s 
emotional self-awareness, urging direct expression of feelings, encouraging vali- 
dation of one’s mate and acceptance of differences; to nonverbal methods such as 
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family sculpting or dance movement. The therapist’s roles included pointing out 
unspoken family rules, eliciting conscious but unexpressed feelings, use of the 
therapist’s self through expressions of warmth and caring, and serving as a model 
of communication. Satir viewed the effective couple therapist as an encouraging, 
nurturing healer whose aim was to help orchestrate corrective emotional experi- 
ences. 

Among the most influential values Satir almost singularly represented were 
the importance of authentic communication and self-disclosure, the salience of 
relational closeness and security over and above mere problem resolution, and 
the belief in the restorative potential of committed couple relationships rather 
than the notion that partners almost inevitably resist change. In this respect, her 
contributions laid the cornerstone for later models of couple therapy grounded 
in attachment theory and focusing on the exchange of genuine and vulnerable 
emotions in promoting secure bonds €.g., Johnson, 2004). 

Murray Bowen was the father of multigenerational or transgenerational fam- 
ily systems theories. He stressed the importance of the history of one’s extended 
family in shaping the values, thoughts, and experiences of each successive gen- 
eration. Bowen’s transgenerational theory (1978) emphasizes the importance of 
differentiation of the self—each person’s ability to stand apart from their family 
to define their own beliefs and values while remaining emotionally connected. 
Failure to differentiate renders a person more vulnerable to anxious interactions 
with significant others. Bowen argued that, when experiencing such distress, 
individuals attempt to “triangulate” a third person to diffuse the tension. For 
example, a distressed spouse may bring a child or adolescent into the parents’ 
conflict to gain support or deflect criticism; or a child sensitive to one parent’s 
anxiety may insert him- or herself into the parental dyad to create distraction or 
plead for end to the conflict. 

Bowen believed in relational causes of all psychological and psychiatric prob- 
lems. He began working with couples as an attempt to block pathological multi- 
generational processes. For Bowen, couple conflict pointed not only to problems 
in the dyad, but more prominently to problems in the families of origin. Thus, 
dysfunctional relationships bespoke undifferentiated individuals who, by defini- 
tion, were insufficiently differentiated not only within themselves but, just as 
important, from their families of origin. The therapeutic focus in couple therapy 
was to disrupt the recursive, repetitive cycles of symptoms between partners and 
key extended family members. 

Bowen had little affection for the heavily technique-oriented, symptom- 
focused approaches (e.g., Haley) prevalent in his day. He believed that “conflict 
between two people will resolve automatically if both remain in emotional con- 
tact with a third person who can relate actively to both without taking sides with 
either” (Bowen, 1978, p. 177). Hence, the couple therapist needed to resist efforts 
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by either partner toward triangulation, to promote understanding of relational 
patterns from a broader multigenerational perspective, and to help individuals 
separate their own emotions and thoughts from those of the rest of the family. 

Couple therapy’s fourth and current phase, “refinement, extension, diversifi- 
cation, and integration” (ca. 1986—present), has been marked by its reemergence 
with an identity rather different from that of family therapy. 

The attribute of “refinement” in couple therapy of the last two decades 
has been highlighted primarily by the growth of three treatment traditions in 
particular: behavioral/cognitive-behavioral couple therapy, attachment-oriented 
emotionally focused couple therapy, and psychodynamic/object relations couple 
therapy. Details of these clinical methods aside, the most noteworthy common- 
ality among them is that they all fundamentally derive from long-standing psy- 
chological traditions, that is, social learning theory, humanism—existentialism, 
and psychodynamicism, that were never core components of the earlier family 
therapy movement. 

Behavioral couple therapy (BCT) has itself passed through quite distinct 
periods. The “old BCT” phase emphasized skills training (e.g., communication 
and problem solving) and change in overt behavior (e.g., behavioral exchanges), 
and the therapist’s role was highly psychoeducational and directive (Jacobson & 
Margolin, 1979). The second, or “new BCT” phase, marked by the development 
of “integrative behavioral couple therapy” (Christensen, Babcock, & Jacobson, 
1995), shifted a former emphasis on changing the other to a more balanced 
position of changing self as well, marked by new interventions to facilitate the 
development of greater mutual acceptance, especially around repetitive patterns 
of interaction and persistent partner characteristics, for example, broad personal- 
ity style variables, or what Gottman (1999) calls “perpetual issues.” The third 
BCT evolutionary phase is the “self-regulation” phase, focused on the salient 
impact of partners’ affective self-regulation capacity, as sometimes highlighted 
in clinical work with volatile, “difficult” couples, in which, for example, one of 
the partners suffers with a demonstrably significant personality disorder (often, 
but not always, borderline personality disorder; e.g., Fruzzetti & Fantozzi, 2008). 
Indeed, this self-regulation phase overlaps with the very current phase of BCT’s 
evolution, which has made significant contributions to the treatment of a wide 
variety of psychological/psychiatric disorders in their intimate relational context 
(e.g., alcoholism and drug abuse, sexual dysfunction, depression, and bipolar 
disorder). These clinical applications emphasize both general couple therapy to 
reduce overall relationship distress that contributes to the development or main- 
tenance of individual disorders, and disorder-specific couple interventions that 
focus on particular partner interaction believed to influence the clinical course 
of the disorder. 

The reascendance of the humanistic tradition in psychology and psycho- 
therapy has been heralded by the development and dissemination of the attach- 


Evolving Clinical Practice I 


ment theory—oriented approach known as emotionally focused couple therapy 
(Johnson, 2004). This approach, which includes a mixture of client-centered, 
Gestalt, and systemic interventions, fosters affective expression and immediacy 
and relational availability and responsiveness. Beyond its initial use with generic 
couple conflicts, this approach, like some BCT approaches, has been applied 
recently to the treatment of “individual” problems and disorders, especially those 
thought likely to be positively influenced by an emphasis on secure interpersonal 
attachment, such as posttraumatic stress disorder. 

Psychodynamically oriented approaches have reascended in recent years 
via two separate pathways. First, as noted earlier, object relations theory has 
been undergoing slow but consistent development both in the United States and 
abroad and has reestablished a connection with couple and family therapy that 
had largely died out, or at least gone well underground for quite some time. Sec- 
ond, psychodynamic concepts have reemerged in couple therapy through their 
incorporation into more recently developing integrative (e.g., Gurman, 2008c) 
and pluralistic @.g., Snyder & Mitchell, 2008) models of treatment, paralleling 
the movement in the broader world of psychotherapy that is bringing together 
both conceptual and technical elements from seemingly incompatible traditions 
to enhance the salience of common mechanisms of therapeutic change—and 
improve clinical effectiveness. 

The “extension” of couple therapy in recent years refers to efforts to broaden 
its purview beyond helping couples with obvious relationship conflict to the 
treatment of individual psychiatric disorders, as already mentioned. 

“Diversification” in couple therapy has been reflected by the broadening 
perspectives brought to bear by feminism, multiculturalism, and postmodern- 
ism. The feminist perspective has cogently drawn attention to the many subtle 
and implicit ways in which the process of couple therapy is influenced by gender 
stereotypes of both therapists and patients/clients (e.g., the paternalistic aspects 
of a hierarchical, therapist-as-expert, therapy relationship; differing partner expe- 
riences of their relationship based on differential access to power; and different 
expectations regarding intimacy and autonomy). 

“Multiculturalism” has provided couple therapists the base for a broader 
understanding of the diversity of couples’ experience as a function of differences 
in race, ethnicity, religion, social class, sexual orientation, age, and geographic 
locale. A modern multicultural perspective has also emphasized that norms 
about intimacy, the distribution and use of power, the role of various others 
in the couple’s shared life, and other issues vary tremendously across couples 
depending on many of the sociocultural variables noted above. Both the feminist 
and multicultural perspectives have no doubt influenced couple therapy to be a 
more collaborative experience than it was earlier. 

Finally, the postmodern perspective has introduced profoundly interesting 
and practically important critiques of how people come to know their reality, 
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with a strong emphasis on the historical and social construction of meaning 
embodied in many important aspects of being a couple in a long-term relation- 
ship. Like feminism and multiculturalism, postmodernism has pushed therapists 
to recognize the multiplicity of ways in which it is possible to be “a couple.” 

“Integration” is the final component of this fourth phase in the development 
of couple therapy. Emphasizing the best the field has to offer in terms of using 
validated clinical theories and interventions, the integrative movement has also 
strengthened the recognition of common factors that affect treatment outcomes 
(Sprenkle, Davis, & Lebow, 2009). Proponents of integrative positions (e.g., 
Fraenkel, 2009; Gurman, 2008a) assert that a broad base for understanding and 
changing human behavior is necessary and that evolving integrative approaches 
allow for greater treatment flexibility and thereby improve the odds of positive 
therapeutic outcomes. A particularly interesting recent integrative development 
in couple therapy practice is a growing awareness and utilization of the find- 
ings from the field of affective neuroscience €.g., Cozolino, 2006; Siegel, 1999). 
Typically, this development shows up in therapists educating couples about the 
role of brain activation at moments of relational vulnerability and coaching 
partners in methods to physiologically both self-soothe and soothe their mates. 
Couple therapy, with its attention ranging from both macro-level processes in 
the realm of cultural conditioning to micro-level processes involved in partners’ 
brain states, is clearly a more integrative and truly “systemic” enterprise than 
ever before. Combined with growing attention to the empirical study of couple 
therapy processes and outcomes (Gurman & Snyder, 2010), such translational 
research from the field of neurobiology warrants this fourth period in the history 
of couple therapy being given the nickname, “the we-don’t-know-as-much-as- 
we-thought-we-did, but-we-are-learning-a-lot phase.” 


FINAL THOUGHTS 


There are two quite distinct categories of couple therapies. First, there are those 
whose origins are to be found in the earliest phases of the history of the broad 
field of family and couple therapy. Although central attributes of these meth- 
ods have largely endured across several generations of systems-oriented thera- 
pists, they have been revised and refined considerably over time. Examples of 
such time-honored approaches are structural and brief strategic approaches, and 
object relations and transgenerational approaches. Second, core couple therapies 
now include several visible and increasingly influential approaches that have been 
developed relatively recently, have had undeniably strong effects on practice, 
training, and research, and are likely to endure long into the future. Examples 
in this category are cognitive and behavioral, narrative and emotion-focused, 
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and integrative approaches, and models increasingly infused with concepts from 
modern affective neuroscience. 

The various approaches to couple therapy represented in this casebook have 
grown out of different views of human nature and intimate adult relationships, 
about which there is little approaching universal agreement. These approaches 
call for many fundamentally different ways of getting to know clients, and for 
many ways to participate in the collaborative adventure called “couple ther- 


” 


apy. 


To a newcomer to the world of couple therapy, the variety and sheer number of 
available therapeutic techniques no doubt may seem daunting and dizzying to 
apprehend: acceptance training, affective down-regulation, affective reconstruc- 
tion, behavioral exchange, boundary marking, communication training, circular 
questioning, dream analysis, enactment, empathic joining, exceptions questioning, 
exposure, externalizing conversations, family-of-origin consultation, genogram 
construction, interpretation of defenses, itifying, jamming, joining, meta-emotion 
training, ordeal prescription, paradoxical injunction, positive connotation, problem- 
solving training, reattribution, reframing, scaling, sculpting, Socratic questioning, 
softening, unbalancing, unified detachment training, unique outcomes questioning, 
witnessing (all used, of course, with zeal). 


Question: How many of the couple therapy techniques just listed can you 
define and illustrate? 


Given this diversity and variety of views, it is important for the field to con- 
tinue to respect the different perspectives each model of couple therapy exempli- 
fies, even while there appears to be more and more interest in the identification, 
elucidation, and application of common principles in theory and practice. 


MAKING THE CASEBOOK 


Despite all the theoretical ferment in the field of couple therapy in the last cou- 
ple of decades, its relevance to the treatment of a broad array of psychological, 
psychiatric, and relational disorders and difficulties, and its incorporation into 
the provision of mainstream mental health systems and services, the published 
professional literature of couple therapy includes only a sparse sampling of full- 
length case studies. Even in the modern age of advancing technologies and a 
somewhat increasing number of DVD-based demonstrations of couple therapy, 
it is difficult to find substantive “case material” for inclusion in clinical training 
programs or for self-study and reflection by more experienced clinicians. Such 
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clinical case studies of the practice of couple therapy have appeared in volumes 
that include a mixture of both couple and (mostly) family therapy (e.g., Cole- 
man, 1985; Dattilio, 1996; Golden, 2003; Lawson & Prevatt, 1998; Papp, 1977; 
Simon, Markowitz, Barrileaux, & Topping, 1999); that address only one theo- 
retical orientation in couple therapy (e.g., Gottman, 2004; Weeks & Hof, 1994); 
that focus on the couple/family treatment of one type of psychological disorder 
(e.g., Kaufman, 1984); or that present multiple couple treatment perspectives 
about one common (fictionalized) case (e.g., Dattilio & Bevilaqua, 2000) or from 
the perspective of one treatment format (e.g., short-term; Donovan, 2000). Until 
now, there had appeared only one volume (Gurman, 1985) that provided in- 
depth clinical case studies of the practice of a wide and representative range of 
couple therapies. As well received as that earlier casebook was (e.g., Jacobson & 
Whisman, 1987; Shapiro, 1988), the landscape of the evolving practice of couple 
therapy has changed enormously, as we described. 

A listing of the dominant approaches to couple therapy 25 years ago simply 
could not have included many of the most influential approaches circa 2009— 
2010 such as emotionally focused therapy, integrative behavioral couple therapy, 
internal family systems therapy, narrative therapy, and pragmatic—experiential 
therapy, because they did not exist! 

Not every existing method of couple therapy is represented in this case- 
book, but certainly each of the six major “types” or traditions of couple therapy 
(Gurman, 2008b) is represented—namely, behavioral, humanistic—existential, 
integrative, psychodynamic—transgenerational, social constructionist, and sys- 
temic. Moreover, some “schools” of couple therapy are represented by more than 
one case presentation, and deservedly so, given the research evidence that has 
accumulated in support of their efficacy. 

Unlike some therapy casebooks, in which the clinical focus or problem is, in 
effect, “assigned” to contributing authors, the authors in this casebook were free 
to present a treatment case involving any sort of presenting problem and central 
organizing theme. This was done with some editorial trepidation, the worst-case 
scenario having been the possibility of receiving ten discussions of the treat- 
ment of the same type of couple difficulty! With editorial intuition having pre- 
vailed successfully, what nonetheless emerged, on aggregate, are discussions of 
cases of therapy with couples who were white-bred, multiethnic, multireligious, 
cross-cultural, and cross-national; couples of varied socioeconomic status and 
educational levels; couples with “garden-variety” tensions about closeness/dis- 
tance, power struggles, “poor communication,” and the like; couples with deeply 
entrenched family-of-origin complications; couples coping with (not explicitly 
diagnosed) major psychiatric disorders (especially Axis II personality disorders) 
and emotional volatility and dysregulation; couples intensely at odds over mat- 
ters involving parenting concerns; and even couples facing more ordinary, rela- 
tively circumscribed situation-specific challenges. 


Evolving Clinical Practice I5 


The only limitation put on contributors was that they not present a “star case,” 
in which everything evolved clinically just as it is “supposed to.” What we sought 
were case descriptions filled with real-life ups and downs and highs and lows that 
conveyed both the nuanced complexities of distressed couple relationships and 
the nuanced subtleties of wise clinical conceptualization and intervention and, 
at times, hesitant, cautious, and uncertain conceptualization and intervention. 
We sought case descriptions that conveyed the inner experience of the therapist 
facing a panoply of vexing concerns, dilemmas, and challenges; moments of joy, 
triumph, and connection; and moments of confusion, discomfort, and self-doubt. 
In other words, we sought not what therapy looks like in treatment manuals, but 
more like what therapy looks like as it actually unfolds, including murky out- 
comes, feelings of not having accomplished enough, feelings of having pushed for 
change too hard, or not having pushed for change hard enough. 


READING/USING THIS CASEBOOK 


There are at least three ways to read this casebook, the first being as a collection 
of short story-like accounts about the everyday practice of couple therapy, “losing 
oneself” in the evolving narratives of caring clinicians. 

Second, the present collection of clinical case studies of couple therapy can 
be made more instructive by the reader’s thinking broadly about the particular 
method, theoretical orientation, or perspective represented in each case study. 
To this end, readers are encouraged to consider the following kinds of nonde- 
nominational (i.e., not school-specific) questions about the therapeutic approach 
illustrated in each chapter: 


Model of Relationship Health 


e What interaction patterns or other characteristics differentiate healthy/ 
satisfied from unhealthy/dissatisfied couples? 

e How do problematic relationship patterns develop? How are they main- 
tained? 

e Do sociocultural factors such as ethnicity, class, race, and gender fig- 
ure significantly in this model’s understanding of couple satisfaction and 
functioning? 


Structure of the Therapy Process 


e How often are sessions typically held? What is the rationale for this fre- 
quency? 

e How long does this couple therapy typically last, and is this duration 
related to particular characteristics of this treatment approach? 
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Are individual sessions with the couple partners ever held? Why? How 
are such individual-session experiences incorporated into working on the 
overall goals of the couple therapy? 

Are “individual issues” of the partners regularly addressed in conjoint 
sessions? 


The Therapist’s Role 


What is the therapist’s essential role? Consultant? Teacher? Healer? 
Other? 

Does the therapist’s role change as therapy progresses? As termination 
approaches? 

What is the role of the therapist—couple alliance? How is a working alli- 
ance fostered? In this approach, what are the most common and important 
errors the therapist might make in building early working alliances? 

To what degree does the therapist overtly control or direct sessions? Over- 
all, how active is the therapist? How does the therapist working in this 
model deal with moments of volatile emotional escalation or affective 
dysregulation? 

Do patients talk predominantly to the therapist or to each other? Does 
this change over the course of therapy? 

What clinical skills or other therapist attributes are probably most essen- 
tial for successful therapy in this approach? 


Case Conceptualization, Assessment, and Goal Setting 


In addition to understanding the couple’s presenting problem(s), are there 
areas/issues that are routinely assessed €.g., violence, substance abuse, 
extramarital affairs, sexual behavior, relationships with extended family, 
parenting)? 

What is the temporal focus of assessment, that is present versus past (e.g., 
is the history of partner/mate selection useful in treatment planning)? 
Does this change over time? 

To what extent are issues involving gender, ethnicity, and other sociocul- 
tural factors included in this approach’s initial assessment? 

Is the assessment process or focus likely to be different when a couple 
presents with problems about both relational matters and “individual” 
matters (e.g., depression, anxiety)? 

How are the central goals determined for/with a given couple? How are 
they prioritized? 

Who determines the goals of treatment? To what extent and in what 
ways are therapist values involved in goal setting? 
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The Process of Therapy 


e How structured are therapy sessions? Is there an ideal (or typical) pacing 
or rhythm to sessions? 

e What techniques or strategies are used to join the couple and to create 
a treatment alliance? How are “transference” and “countertransference” 
reactions dealt with? How does the therapist establish and maintain a 
balanced alliance with both partners? How are problems in the therapist— 
partner alliance addressed? 

e What techniques or strategies are believed to lead to changes in structure 
or transactional patterns? 

e Are “homework” assignments or other out-of-session tasks used? 

e Are there techniques used in other approaches to couple therapy that 
would probably never be used within this approach? Are therapeutic tech- 
niques sometimes “imported” from other couple therapy approaches? 

© Do patients need insight or understanding in order to change? 

e What are both the most common and the most serious technical or stra- 
tegic errors a therapist is likely to make operating within this therapeutic 
approach? 

© Does the therapist’s personality or psychological health play an important 
part in the process and outcome of this therapeutic approach? Are there 
certain kinds of therapists who may be ideally suited to working with 
this approach? Are there others for whom the approach is probably a bad 
fit? 

On what basis is termination decided and how is termination effected? 
What characterizes “good” versus “bad” termination? 


And the third way to read these case studies is to consider the half-dozen 
or so Editor’s notes and questions that appear within the text of each chapter. 
These brief comments and observations, paired with a question for the reader's 
reflection, are not offered as critiques of the authors’ clinical work or the theories 
or clinical methods they describe. Rather, they are intended to be comparative, 
integrative, and generative. They are intended to help readers to see some pos- 
sible overlap in applied clinical theory about couples and couple therapy across 
different schools of thought as a way of expanding intervention alternatives; to 
think critically about crucial decisions involved in treatment planning, case con- 
ceptualization, and goal setting; to focus attention on the kinds of recurrent 
dilemmas, challenges, and decisions couple therapists face regardless of their 
preferred therapeutic orientation; and to encourage readers to actively and openly 
confront in themselves the more private side of doing therapy with couples, the 
side that is rarely discussed in print and more often addressed in clinical supervi- 
sion. 
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None of these questions have “answers,” right, wrong, or otherwise. They 
are questions that may lead to the asking of more questions. Most of them, it is 
hoped, could serve as discussion starters in seminars or supervision groups. Some 
might even work well for mini-quizzes or student reflection papers. And still 
others might most wisely be reflected upon in solitude. 
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CHAPTER 2 


Attunement, Disruption, and Repair 


The Dance of Self and Other 
in Emotionally Focused Couple Therapy 


P. SUSAN HAZLETT 


Sieve was handsome, with blond hair across his forehead in a boyish cut. Once 
a high school athlete, now a dad in a comfortable flannel shirt, he was strongly 
built and moved with grace. Lisa had a softly freckled face, big beautiful brown 
eyes, and wild curly red hair, pulled up away from her face in a loose bun. In 
the waiting room, Steve shook my hand firmly, but didn’t quite meet my eyes. 
Lisa’s handshake was tentative, gentle, but she looked straight at me, a mixture 
of exhaustion and pleading in her dark eyes. 

We sat down in my office. I adjusted the height of my chair so that I was 
at eye level with them as they each took one end of the worn blue sofa, looking 
around my office, taking it in. I rolled my chair around to sit equidistant from 
each of them and asked what brought them in to see me. They had moved to 
Durham, North Carolina, from Massachusetts for a new job that Steve had been 
offered in computer engineering at a local software company. They had been here 
6 months, settling in to a new home with their daughters, aged 2 and 4. Lisa 
was home with the children, which was “OK for now.” Steve's job was “OK” as 
well, but wasn’t as interesting as he had hoped, and they were far away from their 
friends and family in Massachusetts. They liked their neighborhood, but Lisa 
said all the mothers seemed to be working, and the children were off in daycare 
or school. She had been an elementary school teacher and wanted to go back to 
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school for a master’s in education. That plan was on hold while their children 
were small. She said she wanted to be home with them until they started school. 
Steve smiled at her. “She was a good teacher and she’s great with the kids. I knew 
she’d be a good mother.” Lisa did not smile back. 

“So, how are things going between you in the middle of all this change and 
the isolation you're both feeling?” They looked at each other and Steve nodded 
slightly, some kind of agreement passing between them. Lisa started, “We have 
a problem with communication. We get into huge arguments that escalate. It’s 
never gotten physical, but it can go on for hours, and it’s exhausting.” Steve said, 
“I don’t have trouble communicating with people at work or with friends, but 
with Lisa, I don’t know. It’s not so much what she says, it’s the way she says it. 
It’s like she’s blaming me for something I didn’t even know I did, and I get mad 
and try to defend myself.” 

Lisa said, “It’s like, out of the blue, he starts to lose it. He’s suddenly yelling 
at me, he’s lost his temper, and he’s accusing me of accusing him. When I try 
to tell him that’s not what I said, he gets angrier and says I’m trying to make it 
all his fault.” She looked exasperated. “I’m not blaming him! I’m just trying to 
calm things down. But lately I can’t. It’s gotten so I’m walking on eggshells all 
the time, just trying not to set him off.” 

Steve turned toward Lisa angrily, “How can you say you're not blaming me? 
You're blaming me now. The problem is always my temper, my behavior, my 
accusations. You don’t take any responsibility for your part in it. It’s like you're 
the angel or something, and I’m the one who’s wrong. And I get sick of it!” He 
looked at her angrily, leaning toward her slightly, his arm stretched along the 
back of the couch. She looked away from him and turned toward me, waiting, 
saying nothing. 

“So, a mini version of this is happening right now?” I asked. “You're feeling 
angry and blamed, Steve, and you've turned away and gone quiet, Lisa?” “Oh, 
this is nothing,” Lisa said. “Yeah,” Steve smiled tightly. “We haven’t even gotten 
going.” “Is this what it feels like as a fight starts?” I asked. They nodded hesi- 
tantly. “What is it youre wanting, Steve? Here at the start of the kind of fight 
youre describing?” “I don’t want her to blame me! I want her to listen and to 
see how she contributes. I want her to listen to me.” Lisa was shaking her head. 
“You want me to do what you say,” she said. She turned toward me, “If I don’t 
say the words he wants, he won't let go of it. It gets so he’s telling me, ‘Admit 
that you feel this, admit that you mean that, and that is just meaningless. Either 
I say it and he tells me I don’t mean it anyway. Or I don’t say it and he keeps 
pushing and pushing.” “What are you wanting, Lisa, when this gets going like 
this.” “I don’t want him to yell at me and badger me and accuse me! He just can’t 
let go. He starts asking questions and interrogating me and demanding that I 
admit I’m blaming him and I feel intimidated. I just want it to stop!” She took a 
breath, pointedly not looking at him. “And I hate it when it happens in front of 
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the girls. The last time we argued, they started crying. Rebecca asked me later if 
we were going to get a divorce.” She shot a look at Steve. “I don’t want her grow- 
ing up with this! I don’t want either of them growing up with this.” 

Steve sat back, the anger leaving his face, a shadow crossing his expression. 
I asked, “What happens right there for you, Steve? When she says she doesn’t 
want the kids growing up with this?” “I don’t want them to grow up with it 
either. I grew up with yelling, and I hated it. Everybody yelled in my family. 
That was the only way you got heard at all. Lisa’s family was different; they 
really avoided conflict, and I don’t think that’s healthy either.” 

“Yelling on the one hand and avoiding conflict on the other—neither is 
working for you two,” I said. “I’d like to understand better what your experi- 
ence was like growing up at some point, but right now I’m noticing how you, 
Steve, are fighting to be understood and listened to, and you, Lisa, are trying to 
keep the peace and calm things down. And the way it goes now, neither of you 
gets what you want. Instead, you both get caught in a pattern that goes round 
and round. The more you try to be heard, Steve, the louder you speak. And the 
more you demand she listen, the more you, Lisa, back away and try to smooth 
things over. The more you back up, Lisa, the more frustrated and angry you get, 
Steve, and the louder you get. You both get caught in a trap and it sounds hard 
on both of you.” 

They said that they had had similar fights early in their marriage, but that 
things had settled down for a while until after the birth of their first child. The 
last 4 years had been hard, and in the last 2, Lisa had felt that their closeness was 
“deteriorating.” Steve looked stunned when she said that word, and tears came 
to his eyes. “I don’t want that,” he said. He looked at me. “I love Lisa, I don’t 
want her to walk on eggshells. I want her to be able to trust me.” “But,” his voice 
hardened, “I won't take all the blame.” 


$ * $ 


Emotionally focused couple therapy (EFT), developed by Susan Johnson and Les- 
lie Greenberg (e.g., Greenberg & Johnson 1988; Johnson & Denton, 2002; John- 
son, 2004; Greenberg & Goldman, 2008; Johnson, 2008), is an empirically vali- 
dated, in-depth, attachment-based approach.! Like a sturdy three-legged stool, it 
has three foundations. First, it is firmly anchored in attachment theory and John 
Bowlby’s seminal recognition that attachment processes are crucial “from cradle 
to grave.” Second, it utilizes systems theory, working closely with how each part- 
ner contributes, often unintentionally, to the cycle of interaction between them. 


! Since Greenberg and Johnson first published Emotionally Focused Therapy for Couples in 1988, each has 
worked to further develop and expand the model, Johnson often focusing on adult attachment, and 
Greenberg on the processing of emotion (see Chapter 12, this volume). 
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Third, it is deeply rooted in humanistic/experiential therapy and change tech- 
niques, including Greenberg’s decades of research on the process of change in 
therapy. These change techniques and the elaboration of attachment theory have 
each been profoundly shaped in recent years by our burgeoning understanding 
of emotions and how they influence and are influenced by our neurology, our 
individual development, and our current interpersonal context. From the begin- 
ning of the first session, my understanding of these theoretical underpinnings 
inform my work in complex, overlapping ways, from how I position my chair, to 
how I understand their conflict, to how I respond each step of the way. 
In a nutshell, here are the central therapeutic tasks of EFT?: 


© Define and explore the couple’s interactional pattern in the context of a 
strong therapeutic alliance. 

e Promote naming and acceptance of the underlying emotions, attachment 
needs/fears, and disowned parts of self that are fueling the cycle of dis- 
connection. 

e Facilitate the expression of each person’s experience, attachment needs, 
and fears directly to their partner, and facilitate the acceptance of each 
partner's experience by the other to create a new interactional cycle of 
secure connection. 


Throughout therapy, I am working to form and maintain a strong alliance 
with each partner. This is not unique to EFT, but the depth and complexity of 
its importance is informed by attachment theory. In the field of child develop- 
ment, extensive research in attachment has demonstrated that secure attachment 
between a child and his/her caregiver creates effective dependency, increased 
autonomy, and a more developed self-reflective capacity (e.g., Fonagy, Steele, 
Steele, Moran, & Higgitt, 1991; Main, 1995). Secure attachment is characterized 
by accessibility and responsiveness. That is, the child has access to the caregiver 
and can expect a response that is attuned to the child’s experience. In the context 
of a responsive relationship, the child develops the capacity to reflect on herself, 
to observe, think about, and respond to her self and to others in a thought- 
ful, realistic, and compassionate way. Security of attachment creates a secure base 
from which to explore the world and a safe haven to retreat to if we are wounded 
or in need. As applied to therapy, when we are in a secure relationship that 
offers accessibility and responsiveness, especially when enriched by humanistic 
therapy’s values of empathy and acceptance, we are more free to explore, to be 
open and take risks both intrapersonally and interpersonally, and to increase our 
self-awareness and compassion. 


?Johnson’s (2004) basic text, The Practice of Emotionally Focused Couple Therapy: Creating Connection, 
details the interventions, steps, and processes in EFT. 
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I therefore want to offer a secure attachment with me to each member of the 
couple to facilitate a healing process and to create an emotionally safe space in 
the therapy room. In order to do this, I must convey in a fundamental way that I 
am accessible as a therapist and as a human being, I am listening and responsive, 
I am willing and able to see them clearly and with compassion, and I am for 
the well-being and health and growth of each of them. I must be able to reflect 
and frame their primary concerns about the relationship in a way that takes 
into account each of them and their separate experiences while holding in mind 
the other. This can bring an implicit but sturdy hope—that these two people, 
their positions, their needs and feelings, are not necessarily incompatible; they 
are mutually understandable, valid, and worthy of compassionate response. This 
kind of alliance with me is both the context in which the therapy interventions 
take place and one of the core interventions in EFT. In and of itself, it’s power- 
ful to be heard and accepted, understood and responded to, to have one’s words 
and feelings matter in an atmosphere of genuine concern and empathy, and, at 
the same time, to be asked to take responsibility for one’s behaviors and to name 
one’s needs. 


In the first session, I want a clear sense of the physical safety of each partner 
and the relationship. So I asked Steve and Lisa, “How dangerous do your fights 
get? Does it ever get violent? Do either of you ever get to feeling bad enough 
that suicide is an option? Do either of you ever worry that the other might hurt 
themselves or someone else?” With each question, they shook their heads and 
said, “No.” Steve added, somewhat defensively, “I’ve never hit or physically hurt 
anyone in my life.” When I inquired further, Lisa said she was afraid of Steve’s 
anger, but not that he would physically hurt her. I asked what scared her. She 
said it was his tone of voice. “He just sounds so harsh and rageful.” I asked Steve 
what it was like to hear this. He shrugged dismissively. “Like I said, they never 
got angry in Lisa’s family. She’s way oversensitive to anger.” She looked away. I 
decided to leave this for now, but follow up in the individual sessions. 

I glanced at the form I use that asks about medications, medical or psy- 
chiatric issues, chronic pain, previous treatment. Both in good health, neither 
on medication. No previous therapy. I ask these questions both for medical/ 
legal reasons, and because if there are issues of health or safety, the security of 
attachment with me is enhanced by attending to them. And if it is not safe to 
explore underlying vulnerable, often powerful feelings, then we don’t do it until 
it is safe. That might mean referring an acutely suicidal partner for individual 
therapy (or hospitalization if necessary), referral to a domestic violence program, 
or referral for drug and alcohol treatment for substance-abuse related violence. 
The core issue here is that each person is responsible for his own behavior and 
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maintaining his own safety. If either partner is unable or unwilling to do this, 
then establishing safety is where we start. In some situations (e.g., if a suicidal 
person is working in individual therapy and is committed to maintaining a 
safety plan) I might proceed with gentle and carefully modulated EFT. Couple 
EFT is not done if it will increase danger of violence or self-harm. 


EFT is an empirically supported method of couple therapy for which there are 
well-written treatment manuals. Unfortunately, some clinicians see such manu- 
als as clinical straitjackets rather than as systematic guides to a particular style 
of practice. Hazlett’s comments should remind us of the flexibility any skilled 
therapist must have, even when working within a carefully delineated treatment 
approach. 


Question: What have you learned about psychotherapy treatment manu- 
als? Which ones have you read? In what ways might such manu- 
als constrain your way of working with couples? In what ways 
could they free you up? 


$ * $ 


Offering secure attachment between the therapist and each partner is crucial 
in EFT, but attachment theory is even more powerful for understanding what 
is essential in the couple’s relationship. The couple’s movements around close- 
ness and distance, their ability to be emotionally and physically accessible to 
each other, their responsiveness to each other’s needs and fears, their ability to 
know, understand, and comfort each other are all important components of their 
interaction. Secure attachment is based on accessibility and responsiveness, but 
people are not always responsive or available. Attachment relationships inevita- 
bly have rhythms of attunement, disruption, and repair.» From an attachment 
perspective, couples come into therapy when patterns of disruption have taken 
over and the couple can no longer effectively repair breaches in their connection 
to regain a sense of reliable attunement with each other. They can’t reliably cre- 
ate the sense of engaged connection and responsiveness that lets them know they 
are understood by and important to each other. It was clear from the beginning 
of our work together that Lisa and Steve were very attached to each other, but 
that the dance of their interaction had become a painful one of discord, confron- 
tation, withdrawal, and distance. 

A systems theory focus enables an EFT therapist to begin working with the 
couple’s pattern of interaction. Since most couples come in convinced that their 
partner is the problem, they often begin with complaints about their partner's 


>This pattern in attachment relationships is described by clinical developmentalists and a variety of 
therapists (e.g., Emde, 1988; Fosha, 2003; Real, 2002; Trevarthen & Aitken, 1994; Tronick, 1989). 
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behavior. It is essential to establish from the beginning that my goal is not to be 
the judge or to take sides but to hear from each of them and to understand the 
experience of each in the context of the relationship. For couples in EFT, describ- 
ing the pattern of their arguments is one of the first tasks of therapy. A clear, 
emotionally valid description of the cycle helps the couple begin to see the cycle 
as the problem, rather than each seeing his/her partner as the problem. I work 
to help them understand and empathize with the way each of them is caught 
in a pattern that leaves both feeling helpless and frustrated, unable to get what 
each wants and needs from the other, and reacting in ways that each feels are 
completely justified. The pattern is usually a positive feedback loop, in that the 
more one partner does one thing, the more the other partner does the other thing 
in an escalating spiral of frustration and dysfunction. 

From the first session, Steve and Lisa and I began delineating the cycle of 
disconnection that was dominating their relationship, exploring what each of 
them was doing to maintain that cycle. Given the behavior of the other, each felt 
his/her response was natural and necessary. Each wanted the other to change. 
But each had little sense of choice in his/her own actions and reactions. Delineat- 
ing the fight cycle between them gives them a tool to de-escalate their conflicts, 
instills hope in the therapy process, and makes some space to explore and under- 
stand what attachment needs and fears drive the conflict. 


* * $ 


In the second session, I asked for feedback about the first session, then launched 
into an exploration of the fight cycle. I wondered aloud if the fights they got into 
were so painful precisely because they mattered so much to each other, because 
the stakes were so high. They nodded slowly and thoughtfully, not looking at 
each other. I waited. Then Steve glanced at Lisa and said, “Yes, it is really pain- 
ful when we argue; I feel shut out, like I can’t reach her.” Lisa nodded and was 
quiet. I asked Steve to say more about that shut-out feeling. He said, “It’s like 
there’s a brick wall between us, and the harder I pound on it and the louder I 
yell, the thicker it gets. And the madder I get. Like there is nothing I can do to 
get through to her.” A shadow crossed his eyes. “And what's that like for you?” 
I asked. “Lonely,” he said. “I hate it.” “Lonely. I can see that.” I take this slowly, 
my voice gentle. He looked up at my face. “And hurt. It does hurt me. It feels so 
unfair to be blamed and not trusted. I’m hurt and I get angry and stand up for 
myself, but she won't listen.” I nodded. He looked sad. I said, “And sad? Is that 
part of it for you?” “Well, I used to try to win the arguments. But I can’t win 
them, because then she’s just mad and gets distant. Then I’ve lost the argument 
and I’ve kind of lost her.” 

He looked at Lisa. I looked at her face. She seemed to be listening thought- 
fully, so I took a risk and asked, “Can you tell her that directly, Steve? That 
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sounds so central to what happens, so important.” “She heard me,” he said, a 
little defensively. “Yes,” I said, “She heard you tell me. I wonder what it would be 
like to tell her directly. I want to help you two be able to talk about these more 
tender things with each other. What do you think it might be like to turn to her 
and say, ‘I feel lonely and hurt when I can’t get through to you. I end up feeling 
like I lose you.’” “Well, I do. I do feel lonely and hurt and lost when I can’t reach 
her—you. And I do feel sad.” She looked at me. I asked Steve, “What’s it like to 
tell her that?” “I don’t know yet,” he said. “She hasn't said anything.” “So you're 
wondering how she’s taking this?” “Yeah. I cant read her sometimes. It’s like 
she’s behind that wall.” “Yes,” I said nodding. “I can see. That must be hard.” He 
met my eyes for a moment of recognition. 

I looked over at Lisa, “So, what’s happening for you as you hear this from 
Steve?” My nonverbal read of her was right; she was listening. “I feel sad for 
him,” she said. “I don’t want him to feel like that. But when he’s angry, he gets 
mean. He says hurtful things. And I just try to calm things down.” “What's that 
like for you, when he’s angry and you're trying to calm things down?” I asked 
her. “I hate it.” she said. “I’m scared. It’s like I never know when he’s just going 
to turn and attack me. I’m scared all the time. And it hurts my feelings—it’s like 
he doesn’t know me. After all this time, after all we've been through, he thinks 
I'm trying to hurt him, that I’m going to abandon him. It’s like he doesn’t know 
me at all.” She looked sad and hurt as she said this, but I wondered whether she 
was also angry. “How does that affect you?” I asked her. “I don’t feel like myself. 
I can never relax. It’s like I’m taking care of my children and I’m taking care of 
him and there is nothing and no one for me. I don’t ask for help, I don’t ask for 
anything because I never know what will start another fight. So I just work and 
function and do.” Tears filled her eyes. “It sounds so hard,” I said. “It sounds so 
lonely.” “Yes, I feel so alone, like it’s all up to me.” “And you need?” “Not to be 
alone! To feel like this is something we're doing together! To relax and be myself. 
To have fun again; it’s like it’s all drudgery.” 

As they talked about their fights, I asked them about the pattern that was 
common across all their serious arguments. They found that they could name 
the commonalities in feelings and reactions across fights. We could map it out 
together, noting how each reaction evoked the next. Steve often felt put down 
and disrespected by Lisa’s quiet, firm way with him. He felt like a tantrum- 
ming child who was misunderstood and unappreciated, like an unruly kid in 
her well-ordered classroom. At the same time, he was not going to tolerate being 
condescended to or abandoned. Lisa was a peacemaker and would not engage 
with Steve when he was angry. She kept her feelings to herself and just kept 
functioning. She would appease, dodge, and try to soothe him, all of which he 
felt as invalidating and condescending. He grew increasingly furious while she 
felt increasingly desperate to escape. And her efforts to escape their interactions 
left him feeling abandoned and alone. Their fights could go on for hours with 
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no resolution. The intensity of Steve’s anger was intimidating to Lisa. He would 
harshly accuse her of not loving him, and sometimes in the midst of one of their 
fights, she would wonder herself whether her love for him could withstand these 
attacks. The fight cycle was exhausting both of them and eroding their consider- 
able love for each other. 


As the interactive aspects of the fight cycle are laid out, it’s essential to explore the 
emotions fueling it. Emotions are incredibly information dense, particularly in 
regard to our interpersonal worlds. They contain bodily based information about 
our interpersonal connections, our interpretations and understandings, our past 
experiences, our tendencies toward action, and our needs and longings (Green- 
berg & Watson, 2006). Interpersonal and intrapersonal behavior only becomes 
comprehensible in the context of emotion (Fosha, 2000). EFT delineates four 
types of emotion (Greenberg & Safran, 1987; Greenberg & Watson, 2006). Pri- 
mary emotions are our adaptive, informative, visceral reactions to interpersonal 
reality. They give us necessary information about our core affective experience in 
the here and now, our individual reactions, needs, meanings, and action tenden- 
cies. Secondary emotions are the feelings about the feelings, a reactive layer atop 
the more vulnerable primary emotions; they are likely to be defensive and can 
cover or lead away from the primary adaptive emotions. Maladaptive primary 
emotions are indeed adaptive, informative, visceral responses, but in response to 
an interpersonal reality from the past. The emotion was adaptive in a previous, 
powerfully influential time and place, but is no longer accurately attuned to 
current interpersonal reality. These feelings come from unresolved core affec- 
tive experience (Fosha, 2000) or raw spots (Johnson, 2008) that are touched by 
something in the current interaction. These strong, unresolved, historically-valid 
emotions flood the person’s current emotional experience in a way that is confus- 
ing, overwhelming, and out of place. Instrumental emotions are those shown or 
enacted to produce an interpersonal effect, such as anger shown to drive away 
the other or tears shown to deflect anger. On an emotional level, fight cycles are 
sustained by secondary emotions and maladaptive primary emotions, both of 
which serve to avoid or flood the adaptive primary emotions that are the entry 
into healing and reparative interactions between the partners. 


$ * $ 


As we talked about their cycle, I asked Steve and Lisa about the more vulnerable 
feelings driving the anger and withdrawal, looking for the primary emotions 
underlying the secondary emotional responses. Steve talked about his fear of los- 
ing Lisa and his inability to reach her in those moments, and Lisa softened a bit. 
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He hated to disappoint her, he hated to have her think less of him, he hated most 
of all to feel accused of something he didn’t do, because then she would leave and 
it would be his fault, he would be to blame. For her part, Lisa could see his pain 
and empathize with it, but she was wary. She was not going to trust him with 
her pain or vulnerability as long as he treated her as an enemy. She could talk 
about her fear, but her assertive anger was much less accessible. 

Lisa and Steve’s pattern is a variation of the general pursue—withdraw pat- 
tern that characterizes about 85% of couples (Gottman, 1994). From an attach- 
ment framework, the pursuer position often has to do with disrupted attach- 
ment in the couple. John Bowlby noted a common sequence in his observations 
of children’s responses to disruptions in core attachment relationships. When 
initial repair attempts fail, the child first responds with assertive, angry protest. 
If, after repeated and increasingly intense protest, the attachment figure doesn’t 
reengage, the child’s behavior begins to look depressed, featuring sadness and 
increasing helplessness. If the attachment figure still cannot be brought close, 
the child despairs and exhibits grief, finally resulting in detachment, a cold dis- 
regard for the attachment figure even if he or she does become available again. 
Marital therapists see a similar sequence in couples with disrupted attachment. 
The anger of the pursuing partner is often a deep protest of the withdrawal of the 
other partner and an attempt to reengage, albeit through conflict. However, the 
protest is often expressed in critical ways that convey to the withdrawn partner, 
“What is wrong with you?!” rather than, “I miss you and I don’t know how to 
bring you close to me,” or “I’m angry and feel mistreated, and I want to repair 
our relationship so we can be close again.” The pursuer is often unaware of the 
impact of his/her angry criticism and sometimes is avoiding his/her own sense of 
vulnerability and need by blaming the other. 

The withdrawing partner is often acting from an intention to protect the 
relationship from destructive conflict. He/she feels criticized or attacked by the 
other and responds with appeasement, defensiveness, or withdrawal to protect 
the relationship and/or to protect the self. At times, the withdrawn partner may 
be quiet and surly or stonewall the pursuing partner before blowing up, backing 
away the other with anger rather than assertively and clearly grappling with the 
issues and speaking up for his/her experience and position. At times, the with- 
drawer is struggling with a sense of inadequacy or shame: “If my partner has a 
complaint, it must mean that I am not a good spouse, I’m letting my partner 
down, I’m a failure.” Because withdrawal can bring on an angry protest, the 
more the withdrawer tries to protect the relationship from anger or the self from 
a sense of failure, the more angry and blaming the pursuer can get. One of the 
first steps in stopping this pattern in EFT is for the withdrawer to start to stand 
up for himself more assertively, to describe the effect of the pursuer’s attack, and 
to claim his/her right to be treated with respect. “In a typical blame—withdraw 
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cycle, the two necessary shifts in position are the following: The withdrawn part- 
ner becomes more accessible, more emotionally engaged with himself and his 
spouse; the blaming partner moves from anger and coercion, asking for attach- 
ment needs to be met from a position of vulnerability” (Johnson, 2004, p. 101). 

Most couple conflict involves not only issues of attachment, but also issues 
of identity or voice.‘ Anything that interferes with the person’s entitlement to 
his/her own voice, own needs and wants, own vulnerability and assertiveness— 
whether caused by gender training, trauma history, or attachment experience in 
childhood—must be addressed. In order to listen and really connect with each 
other, each member of the couple must be able to put into words and speak up 
for his/her own experience, feelings, and needs. 


EFT certainly “pulls for” both therapists and clients to express themselves in affec- 
tively nuanced ways, typically calling for and helping to facilitate a deep immediacy 
of couple self-disclosure and risk taking. 


Question: What obstacles might you anticipate in applying EFT to work- 
ing with couples whose relational style is quite different from 
Hazlett’s couple, for example, they are not especially skilled 
in terms of verbal expressiveness or come from an ethnic or 
cultural or generational background in which speaking openly 
about feelings about oneself or one’s mate is not prized? How 
might you try to overcome such obstacles? 


Each person’s stance in the marriage is influenced by what he/she learned grow- 
ing up about relationships, attachment, and his/her own value and worth as 
a person. The sense of self and self-worth that allows one to deserve care and 
responsiveness is often created in relation to the care and responsiveness of core 
attachment figures. It is my observation that, in established couples, how people 
treat their partners is directly related to how they treat themselves on the inside. 
So if Steve is relentlessly self-critical and demanding with himself, he will even- 
tually treat Lisa that way. And if Lisa uses denial and avoidance to shut down 
her own feelings, she will also use them to shut out her partner. Couples become 
part of each others’ self systems. If I want to have immediate insight on how a 
person treats him- or herself deep down, I can look at how they treat their part- 
ner. And changes in one system lead to changes in the other. Changes in identity 
or sense of self create change in attachment and vice versa. 


4My understanding of identity issues is informed by the work of Carol Gilligan and the Stone Center 
on women’s loss of voice and the experience of self-in-relationship (Gilligan, 1982; Jordan, Kaplan, 
Miller, Stiver, & Surrey, 1991) and by Greenberg’s more recent formulation of identity issues in couple 
therapy (Greenberg & Goldman, 2008). 
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Somewhat related to the preceding comments and to Hazlett’s comment here 
about the reverberating effects of change in a part of a relational system, there 
could be many potential ways to produce change in attachment systems. 


Question: Can you think of specific therapeutic interventions or strategies 
that are used often in other methods of couple therapy that 
could aid the process of improving attachment security within 
EFT? 


* $ * 


In our third session, I pulled out a big pad of paper on an easel and did a 
genogram with Steve and Lisa. I described the genogram as “a family tree with 
stories.” Although gathering genogram material in this way is not a standard 
part of EFT, I find it helpful for generating empathy and understanding for the 
secondary emotions and unresolved core affective experiences that underlie the 
fight cycle. The questions I ask focus on what they learned or dealt with growing 
up that influences who and how they are today in their marriage. The genogram 
helps me be more accurate and sensitive in exploring their emotional realities 
and in understanding where seemingly maladaptive responses are coming from. 
I use genograms to increase empathy and support empathic conjecture—not to 
make interpretations. 

Lisa and Steve’s genograms were compelling. Lisa was the older of two chil- 
dren in a Lutheran working-class family. She had taken charge of her sister and 
been the chief aid and comforter to her parents during her mother’s long debili- 
tating illness with the metastasized breast cancer that killed her mother when 
Lisa was 19. Her father had often been at work, leaving Lisa in charge. She 
reported that her father had been irritable and demanding and that she learned 
to smooth things over, not make a fuss, and keep the emotional life of the family 
on an even keel. She had learned to bottle up her reactions and her feelings and 
to deal with them alone. She had also been bossy with her younger sister and 
combined a take-charge practical attitude with a silencing of her emotional self. 

Steve had experienced a chaotic childhood. He was third of six children in 
an Irish Catholic family, the oldest boy of an ineffectual, alcoholic mother and a 
friendly but disengaged father. His father was in the military and divorced his 
mother when Steve was 10, moving to California and then on to Germany. As 
Steve grew up, he was more and more often in conflict with his mother. In middle 
school, he also endured 2 years of bullying in which he was taunted and ostra- 
cized. He learned to yell loudly to create a “nuclear blast” to back down the bul- 
lies—and his mother. He recalled constant and chaotic battles with his mother. 
At one point, he called his father and demanded to live with his dad. His father 
refused, saying that Steve’s mother needed his help with the younger children. 
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Lisa and Steve had met in college, in the first week of their freshman year. 
They were both bright students, but Steve was the wild one, often in conflict and 
with frequent girl trouble. Lisa, quiet, calm, studious, was attracted to Steve's 
liveliness and fiery, emotional temperament. She became his confidante and best 
friend and he came to rely on her and care for her. As their friendship deepened, 
it gradually became a love affair. Steve was supportive of Lisa through the death 
of her mother in her sophomore year and had attended the funeral with her, an 
event Lisa remembered with deep appreciation for his presence and comfort. 
They got married the summer after graduating. Their marriage had been rocky 
at the start, with Steve feeling constrained by marriage and responsibility, won- 
dering whether he had done the right thing to marry so early, and Lisa gradu- 
ally getting discouraged that she “wasn’t enough for him,” wondering whether 
she should have married him at all. But they had weathered the prechild years 
well and had fond memories of time together traveling and learning how to 
live together. When I asked what held them together, Steve said, “Well, she’s 
my best friend.” “Yes,” said Lisa softly, “Tve always loved him.” He reached out, 
squeezed her hand, and smiled warmly at her. 

Within the first few sessions, I always see each partner for an individual 
session to better explore and understand what is behind each person’s position 
in the marital dance and to strengthen my relationship with each partner. Lisa 
came alone for the fourth session. She said they had been getting along better 
and that Steve seemed less angry. I revisited the question of violence. I always ask 
again about domestic violence in individual sessions, especially when one partner 
has expressed fear of the other. She confirmed that the fights never became physi- 
cal. They did not have guns or weapons in their house. “It’s not that I think he 
would hurt me or the kids, it’s just this scary out-of-control feeling—I feel like 
I have to give in to calm him down.” I asked about what that was like for her. 
She said, “I can never be wrong or make a mistake.” This was a familiar feeling 
from her childhood, of walking on eggshells, of trying to smooth things over 
by never making waves. She reported that she had gotten angry at Steve for the 
first time ever that week. She had been terrified—not so much that he would 
get angry but that he would reject her. If she showed her “real feelings,” she was 
terrified that he would leave. When I asked what she usually did with her anger, 
she shook her head. “I don’t know. I just keep functioning. I just do what has to 
be done.” Getting angry opened a door to being rejected, so she buried her anger 
and frustration so deeply she could barely feel it herself. Since assertive anger is 
connected with a clear sense of identity and self, I asked, “How much of your 
real self do you feel you can show to Steve?” She smiled sadly, almost wistfully. 
“I don’t know what my ‘self’ is,” she said. “I’m afraid if I am myself, I'll lose him 
entirely.” She did not let herself be seen as the imperfect, vulnerable person that 
she was and so she felt alone. 
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In Steve's individual session, we also focused on his experience of the mar- 
riage. At its worst, he felt trapped and powerless, like he had as a kid. He resented 
Lisa’s perfection and control. “I’m stuck being the bad one,” he said. He felt she 
had impossible standards, that “to be less than perfect is intolerable.” But at 
the same time, he described loving her deeply. They had been through so much 
together, she had always been his best friend, a good listener, an ally. When she 
got cold and distant, he felt bereft and harshly judged at the same time. He felt 
some of the same overwhelming anger he felt as a teen with his mother. He was 
able to describe how his sense of helplessness and unfairness fueled his anger, 
which then covered his sense of vulnerability. “When we're in those fights, no 
matter what I do, whether I yell or whisper or plead, I can’t get through to her. 
When it’s most important, when it’s about us, she disappears.” He said he didn’t 
like it that his anger scared Lisa, but he said, “I get so frustrated. I don’t know 
what else to do. I try to talk with her about it. It never gets anywhere, and then 
I blow up.” 


We then began bringing this information back into their interaction as a couple. 
Here’s where delineating and unpacking the emotions that are driving the fight 
cycle, focusing on attachment issues and needs, and attending to the processes 
involved in emotional transformation are all happening at once. 


This comment could probably have been offered in many chapters of this case- 
book, but Hazlett’s observation about the complexity of what is happening in 
many couple therapy sessions is stated with such elegant simplicity that it deserves 
highlighting. 


Question: All couple therapists, not just novices, find themselves massively 
confused at times, trying to process, organize, make sense of, 
and therapeutically use all the varied (levels of) data coming at 
them. How do you deal with such understandable confusion? 


In therapy, I’m always looking and listening closely for feeling, especially for feel- 
ing that is incongruent, unexpected, or disallowed. So the wife who is angrily 
blaming her husband while tears streak down her face, the husband who “doesn’t 
do emotions,” but whose face softens when he talks about his daughters, the 
partner who suddenly stops midsentence with a shift of expression—with each 
of these I stop to ask, “What just happened right there? When you said that, 
something shifted.” Or, “you sound so angry, and yet tears are streaming down 
your face. What are you feeling?” Bringing the background to the foreground, 
allowing for the disallowed, looking for the edges of experience can all bring 
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transformative information into the awareness of the individual and the cou- 
ple. EFT emphasizes the “leading edge” of experience, the never before put into 
words, the images or feelings or assumptions that are not really integrated or 
named, but are powerful in determining how each person feels and behaves in 
the interactional dance of marriage. 

When we get to moments of revelation, tenderness, or assertion, the statement 
of a vulnerable feeling or a previously disowned attachment need, the response of 
the partner can vary widely, from contemptuous denial (“That’s ridiculous. He's 
just saying that because youre here”) to a warm welcome (“I see. I had no idea 
you felt like that”). EFT invites new interaction patterns, the creation of cycles of 
security and connection by supporting each partner to speak up from their deep- 
est experience and to make room to really hear from their partner. The rhythm of 
intrapersonal exploration and interpersonal communication is complex. I attend 
to what the partner discovers, how he/she communicates it, and how it is received 
by the other in a back-and-forth of expression and reception. When the therapy 
room is an emotionally safe place, there is a responsive feel and variable pace, 
with time to grope for words, for silence, for the clarion sound of speaking one’s 
truth, for recognition, reaction, and response. If the listening partner’s response 
is rejecting, it is essential to attend to the negative response, understand where it 
is coming from and support the listener in accepting his/her partner's experience 
as valid. The therapist supports each person to “speak their truth” to the other, 
making spoken and active their unspoken or passive responses. 


$ * $ 


In the next session, Steve and Lisa reported having a fight in which Steve said, 
“If I’m so bad and difficult, maybe I should just leave.” This had terrified Lisa, 
confirming her fear that it was dangerous to show her angry side to him. In the 
session, she used my support to tell him about her fear, letting him see how 
much he meant to her. She was tearful and shaken as she told him directly that 
she was terrified of losing him. He responded differently to her openness and 
vulnerability than to withdrawal. He teared up too and talked about his fear of 
raising their daughters in an angry, disconnected household. He seriously asked 
her what she thought about divorce; would she and the kids be better off if he 
lived elsewhere? “No,” she said. “I don’t want that. I don’t think that would be 
good for me or the kids.” 

“What about for you?” I asked Steve. “What about what you want? Do you 
want to leave?” “Sometimes,” he said softly. “Sometimes it’s just so hard, I think 
it would be easier on my own.” There was a pause, Lisa looking at Steve with big 
eyes, Steve looking at the floor. “What do you imagine,” I asked. “Oh, moving to 
some beautiful tropical island somewhere. No responsibilities. Just being single, 
you know.” He smiled ruefully. “But then I realize, in my imagination, that I 
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can’t wait to tell Lisa all about the island. And after a while, I kind of want her 
to be there, too.” He looked at her and shook his head. She smiled a tiny smile. 
“I guess I’m just stuck,” he said. “I even want you along on my escape fantasies.” 
“You guess you're stuck?” I asked. “I want to be stuck, well, mostly I want to be 
stuck.” “And what do you want from Lisa?” I ask. “What’s so important to you 
that you think about leaving when you don’t get it?” “I need Lisa not to with- 
draw,” he said. “That’s the part I can’t stand.” He turned toward her. “It’s really 
not your anger, it’s your absence. I can deal with you being angry at me. Just 
not shutting me out. It feels like you don’t need me or want me, like I’m just a 
burden and a pain. I need to feel included, not like an outsider. I need you to let 
me in. I feel like I’m pounding on that brick wall, trying to get through to you. 
But the harder I pound, the more I yell, the thicker the wall gets. And then I 
figure I might as well head on out, go to Fiji or something, rather than yell at 
that brick wall.” 

“But the more you pound and shout and threaten to leave, the /ess likely I 
am to come out from behind that wall,” Lisa said. “I’m not going to come out 
to get left or screamed at.” She leaned forward intently, “It’s not a wall you're 
pounding on,” she said. “It’s me. It’s my back, my shoulder, it hurts me, and I 
turn away to protect myself. I need you to know that. I need to feel safe with 
you.” “If I hurt you like that, don’t you want me to leave?” he asked. She spoke 
up strongly. “No, I don’t,” she said. “I want to feel safe with you. I don’t want to 
be scared you'll leave or reject me. But I don’t want you to leave. I want us both 
to stay more, not less.” She reached out and gently thumped her fist on his knee. 
“That’s what I want,” she said. “Well, OK,” he said softly. They smiled at each 
other. I felt tears in my eyes. They had looked directly over the edge of the abyss 
at divorce and had decided to change their marriage. 

The next several sessions developed and expanded this process and these 
themes. Our understanding of the fight cycle was clarified. Steve’s anger was his 
secondary emotional response to his tremendous fear of abandonment by Lisa, 
and the fear, shame and grief he carried from his experiences in his family grow- 
ing up. Lisa’s withdrawal was a coping strategy, her calm reasonableness masking 
both her own anger at being treated this way by Steve and her long-standing, 
disallowed anger and grief about the way the role of peacemaker in her family 
had left her lonely and unrecognized for herself, with her own needs and fears 
and strengths invalidated and ignored. I often intervened to slow down the pro- 
cess and to explore each person’s feelings and experiences. I invited in the feel- 
ings at the edges, the regretful sound in an angry tone, the sadness around the 
eyes, wisps of assertive anger from Lisa, the fear that was almost always under- 
neath Steve’s anger and resentment. And I asked them each to speak directly to 
the other, and to listen and respond. 

Lisa was already pretty good at listening to Steve, and as he talked about 
the pain and sense of helplessness underlying his demands, she responded with 


Attunement, Disruption, and Repair 37 


caring and appreciation. She let herself be touched by his descriptions of his 
experience and often teared up when he described painful events. I asked him 
to look at her face, and I asked him what he saw there. I helped him to receive 
her caring and empathy rather than block it with angry dismissal. It was very 
different for her, to hear him ask directly and describe his needs; she said she felt 
calm and close to him when he talked about his vulnerability and could relate 
it to her own. Her positive reception made it much easier for Steve to name his 
vulnerability without debilitating shame. Empathy is the antidote to shame, and 
her empathic responses began to detoxify his sense of shame. 

It was harder for Lisa to talk about herself and how trapped she felt when 
Steve got demanding. She started talking about how angry she felt that he didn’t 
hear her at times, that his agenda seemed to trump hers, that they both had 
the job of attending to him. I supported her clarity and assertiveness, working 
to make sure that she had equal time in the sessions, leaning against the status 
quo of deferring to his intensity. He had a harder time hearing her, at times dis- 
missing her fears or defending himself. I supported his listening and taking in 
what she said, helping him to process his reactions, to hear what she said both 
in terms of what it meant to him and in seeing what it meant to her. When he 
was attuned to her more empathically, I asked her to look at him. What did she 
see? He was touched by her pain and showed her that more consistently, with his 
increasing openness in listening, with his words, with his reaching out to hold 
her hand when she expressed her need of him. They used the metaphor of the 
brick wall to continue to deescalate their fights, using the “brick wall feeling” as 
a cue to talk more clearly about what was going on for each of them. Lisa started 
to speak up more at home. Steve took responsibility for his angry behavior. Steve 
didn’t want to scare Lisa; he wanted to comfort and protect her when she was 
distressed. Lisa didn’t want Steve to feel alone and bereft; she wanted to both be 
able to have herself and to be in touch with him. 

I supported each, at the moment-to-moment opportunities as they arose, to 
speak up with clarity and assertiveness, with vulnerability and openness, instead 
of allowing fear and shame to back them into their protective stances in the cycle 
of disconnection. I blocked defensive exits into blame or distraction, keeping us 
focused on their relationship, each person’s sense of self, and their attachment 
needs and fears. This is what it means to be a process consultant, the role of an 
EFT therapist. My goal is, most basically, to help couples really talk and really 
listen to each other. There are modeling and behavioral aspects to EFT that can 
be understood as skill building. But at the heart of EFT is an internal explora- 
tion and external communication in an emotionally safe context. This safe con- 
text supports the partners to shine light into the hidden corners, to allow for the 
disallowed feelings, to turn over the rocks of defensive exclusion, to take a good 
look at experiential avoidance, and to see, clearly, what is this all about? What 
is it about this unwelcome feeling that stays with me or returns over and over? 
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What is it about this reaction, what is fueling this behavior, how does it take 
over? And at the same time, taking in and responding to the other to create a 
lived experience of connection and safety, the creation of a safe haven in which 
their deeper selves are recognized and welcomed. 

In the 10th session Steve and Lisa reported that they had had a good 3 or 
4 weeks. They were fighting less and were able to deescalate fights by talking 
more openly with each other. We continued for several more sessions, unpacking 
the issues that came up around fights and sometimes revisiting old unresolved 
conflicts. In the 12th session they talked about being nervous that they might 
slip back and get stuck in the fight cycle again and planned for how they could 
help each other out of the fight. They also laughingly told me about an incident 
in which Lisa snapped at Steve from the bedroom to “WAIT!” when he was hur- 
rying her from the other room. Much to her surprise, he had been happy to see 
the irritable side of her and felt reassured by the gritty reality of her tone. As I 
encouraged him to put his experience into words and tell her, he said that he felt 
better if she was straightforwardly irate rather than trying to manage her affect 
and presentation. They talked about perfectionism, shame, fear of abandonment, 
and responded in caring ways to each other's pain. They had two big arguments, 
which they were able to resolve themselves, coming in proudly to describe how 
they had done it. After the 15th session, they decided to wait a month for the 
next one. 

It looked to me like we were coming to a close when Lisa came into the 
next session furious. They had had a big fight in which Steve had yelled in 
that same “nuclear blast” way he used to, scaring and intimidating her. But 
this time she had had enough. She had told him she would not be spoken to 
in that disrespectful, humiliating way and that he had to deal with his temper. 
She said she did not deserve to be treated that way and she would not stand for 
it. He was scared by her clarity and assertiveness and could tell that she meant 
it. He discussed with me in detail a time-out sequence to remove himself from 
the situation if he was about to lose his temper and asked to see me individu- 
ally to work on his anger. He said he never wanted to treat her, or anyone, that 
way again. I agreed to see him individually, and all of us agreed to resume the 
couples work fairly soon. 

Steve then came in for five sessions alone. He looked in more depth at the 
raging side of him, still engaged in the brutal battles with his mother. Steve’s 
anger overpowered him at times, and had to be fully owned and integrated by 
him before he could protect the precious connection with his wife from the rages 
of his childhood. As Greenberg (personal communication) says, “You can’t leave 
a place unless you've fully arrived.” He was able, in these individual sessions, to 
arrive at his rage and put it into words in the therapy relationship with me. As 
he told me about a particular incident at age 15, he expressed clearly, powerfully, 
and safely his anger at his mother. He had been spending the night at a friend’s 
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house down the street when his brother had dashed into the house to fetch him 
because his mother, drunk, was systematically smashing the windows of their 
home. He talked about how he grabbed her hands, covered in blood, then held 
her tightly while she screamed and flailed and cried and finally passed out. The 
next morning she remembered nothing and treated the incident casually, “like 
someone had spilled milk at the dinner table.” He had been devastated. Allow- 
ing for and describing vividly the anger he felt let him also give words to the 
pain and grief and loss that fueled it. He wept unabashedly in my office, as he 
told me about the loneliness and anguish he felt that night, amid the glass and 
the blood, desperately needing help and having nowhere to turn. 

I accompanied him into that unresolved core affective experience and 
together we attended to his anger and pain, helplessness and grief, the turmoil 
and overwhelming affect contained in the security of the therapy relationship 
(Fosha, 2000).° Steve put into words what he saw, felt, thought, did, and needed. 
Because core affective experience is vital and alive, it moves. In tracking it 
together, inviting it, attending to it, naming it, it changes, and what was previ- 
ously disallowed becomes available for compassion, understanding, and effective 
response. 

As the wave of intense feeling passed, I said, “What is it like to talk about 
this?” asking Steve to turn his attention from the painful scene in his memory 
to his own current emotional experience. “It’s painful, but it’s also a relief, just to 
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say it.” “Tell me more about that relief,” I say. “It’s like I’ve been carrying it for a 
long time, and the burden of it is lighter.” He paused and sighed. “It’s better,” he 
said. I found myself sighing too. “Yeah. How do you feel toward that boy, that 
15-year-old that you were, holding down his mother, and feeling such anguish 
and despair?” “I feel sorry for him. He had no idea what to do.” He paused, and 
then teared up. “What are you noticing there?” I ask. “You know,” he said, “he 
was doing the best that he could. He could be a jerk sometimes, but he was a 
good kid; he needed more help. He needed more understanding, more guidance. 
He was so damn alone. He really did the best he could. And he survived. He 
made it.” “Yes,” I said warmly, feeling a lot of appreciation for Steve. I continued, 
‘Tm so glad he made it. What’s that feeling there? You almost sound proud of 
him.” Steve replied, “I am proud of him. And I’m sad that he had to go through 
so much.” “Yeah, so much. So hard for a teenage boy to go through alone.” We 
sat for a moment in that recognition. 

When Steve looked up at me, I asked softly, “What do you think that kid 
side of you needs now?” Steve responded, “The same things he needed then. 
Understanding, guidance, not to feel alone.” “Is that something you, the adult 


>Diana Fosha (2000, 2003) describes the development of secure attachment in therapy to provide a 
relational container for the transformation of deeply painful core affective experience. Her work has 
profoundly enriched and clarified my understanding of this process. 
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you, is willing to give him?” “Yeah, it’s my job, isn’t it. I don’t think I can really 
take that in from Lisa unless I’m giving to myself. It’s really my job,” he said 
in a wondering tone of voice. “Yeah,” his voice stronger now. “He needs more 
guidance, and more help and support. I need to learn how to do that, to attend 
to him, so he doesn’t go around blowing up at people. This is mine to take care 
of.” “Wow,” I said. “What’s it like to say that?” He sighed a big sigh, and leaned 
back against the back of the sofa. “It’s freeing. It’s like laying a burden down that 
I didn’t know I was carrying.” Another big breath in and out. “Wow,” he said, “I 
feel like I can breathe.” 

The next few sessions Steve and Lisa came together. He told her he needed 
to take good care of the angry, hurting side of himself, but that he also appreci- 
ated her care and attention. He told her he realized he had constricted his life in 
anger and resentment, he had been too dependent on her and needed to relish 
and enjoy his life more and not to blame her for his pain. He apologized to her 
for his angry, intimidating, over-the-top behavior in the past and said that he 
would take care of the more angry, childlike part of himself. That this was his 
job and he would do it. These sessions had a very different feel to them, warm 
and connected. Lisa told Steve she was proud of him and could see how much 
more relaxed and available he was. They talked a lot, both in sessions and at 
home, about the changes they were making. 

Then Lisa called and asked to see me alone. She wanted to address the 
things that contributed to the ways she still distanced herself. We met for six 
individual sessions, this time focused on the profound losses she had suffered as 
a girl, in the illness and death of her mother and in her father’s response to that 
slow-motion train wreck. This led to another, deeper layer in her recovery of her 
sense of self. She talked in more depth about what it was like on her side of the 
brick wall. There were ways that she was comfortable behind that wall and had 
lived there for a long time, quietly and alone. She said she had shut down her 
feelings because the grief had been so overwhelming as she had watched her 
mother die. She had used the brick wall of “not feeling” to protect herself, but 
now she wanted all of her feelings. She wanted to feel more alive and vital, she 
wanted her grief and her anger, she wanted to be able to stand up for herself even 
more, with Steve and throughout her life. She wanted her self, all of herself. 

As we talked about recovering her ability to feel, she wept about the gradual 
loss of her mother. Lisa had taken care of her and had put on a brave and cheerful 
face. But behind that façade, she was in tremendous pain. I suggested we do an 
empty-chair exercise (Greenberg & Watson, 2006) so that she could talk directly 
to an imagined version of her mother, to tell her about her grief and to say good- 
bye. Lisa said, “No, I don’t want to do that. That feels like too much.” Instead, 
she told me stories—moments that stayed with her in her relationship with each 
parent—the family picnic when her mother couldn't get up from the ground, 
the last time she saw her mother, the look on her father’s face when he told 
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her mother was dead, the closed door of her parent’s bedroom where her father 
retreated. Waves of grief washed in with each story and we tracked together 
both the grief and the relief that followed each wave. I listened and watched for 
anger or frustration or any disallowed assertion of self. When I saw bits of those 
feelings, I stopped her to ask about them, “What’s happening right there? Your 
voice changed a bit, got stronger and louder. What is the feeling right there?” 
She gradually was able to access her anger, her quiet fury at her mother for leav- 
ing her alone too much and too soon. She was able to put into words for the first 
time her crushing disappointment and anger at her father, who withdrew into 
his own grief, closing her out. I began to see growing clarity and assertiveness as 
well as more vitality and playfulness in her self-expression. 

I also asked Lisa, as I had with Steve, “What is it like to share this with 
me?” Gradually, she was able to talk about what it was like to let someone see 
her, the her that was behind the brick wall for so long. “I don’t feel so alone,” 
she said. She looked carefully into my face and smiled at me shyly. “It’s like I'm 
all right, I’m OK without being perfect. You see me. It’s just me. And it’s OK. 
You don’t seem to mind.” “No,” I said, “I don’t mind at all. In fact, I’m touched 
by your courage in sharing this with me, this side of you that has been tucked 
away so long. I’m glad that part of you survived and that you kept her safe.” 
“Maybe it’s time for that side of me to come out and play,” she said and smiled 
again. 


As much as any approach to couple therapy, and more than many, EFT empha- 
sizes the healing potential of the relationship between couple partners as the 
central mechanism of change. 


Question: Given this, what are your thoughts about this course of EFT 
having included so many individual sessions with the partners 
alone? How can individual sessions be used to facilitate the 
overall aims of a couple therapy that is so grounded in attach- 
ment theory and so geared, as the title of this chapter conveys, 
toward relational “attunement” and “repair”? 


When Lisa was ready, we scheduled a couple session. Lisa and Steve described 
feeling proud of the work each had done and safe with each other emotionally for 
the first time. Lisa was laughing, talking, vivacious, very much out from behind 
her wall. Steve was glowing, steady and clear, no longer behaving in demand- 
ing, intrusive ways. They talked easily together. They said they felt confident in 
their ability to work out whatever they needed to work out, together. We spent 
much of the last session talking about what this journey had been like for each 
of them. They had done the hard emotional work required for deep change, and I 
had been privileged to bear witness and to participate in those change processes. 
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They thanked me, and I tried to put into words what it meant to me to work 
with them. We said goodbye. 

Of course, these changes didn’t solve all their problems. They still had argu- 
ments and fights, disagreements and life challenges. Steve still tended to get 
angry and feel blamed; Lisa tended to withdraw and go quiet. But they each 
were able to moderate these tendencies with a less constricted sense of self, more 
access to their primary emotions, deep knowledge of how they affected each 
other, and mutual participation in a process of repair that consistently helped 
them reconnect. 


Certainly the mutuality of effort and participation this couple put forth in their 
therapy was exemplary. And EFT here offered a powerful pathway toward change. 


Question: From reading other cases in this volume or other writings on 
couple therapy, or by reflecting on your own clinical experi- 
ences, what other methods of couple therapy, or specific 
techniques in those methods, can also help couples modify their 
tendency to blame and withdraw, be more fully themselves with 
each other, and understand more fully how they influence each 
other? 


In his vast research on marriage, Gottman (1999) reports that 69% of mari- 
tal problems are wnresolvable or perpetual, in that they involve core differences 
in personality or needs that are fundamental to the partners’ sense of self. It’s 
how couples go about not resolving their problems that differentiates happy and 
unhappy couples. Problems are inevitable; when they are experienced as part 
of a reliable pattern of attunement, disruption, and repair, they can even be 
intimacy-generating, but only if we put into words our experiences and needs, 
take responsibility for our behavior, and deeply listen to our partners. The intri- 
cate rhythms of self and other, attachment and identity, attunement and repair 
can be transformed into a dance of connection by each partner speaking from 
his/her deepest truth while responding with compassion to the other. 

I chose this case because I wanted to show the process of not just change, but 
transformation in couple therapy. Not every couple is willing to make the deep 
transformative changes that Lisa and Steve did. Not every couple needs to—a 
thorough understanding of each other’s attachment needs and care in addressing 
them goes a long way. My experience has echoed the EFT outcome research, that 
couples continue to improve after therapy ends. Indeed, when I briefly saw Lisa 
and Steve 3 years later, they told me that they had continued to be close and 
deeply connected, able to confront substantial challenges together. EFT can set 
in motion processes of understanding, connection, repair, and security of attach- 
ment that keep healing the relationship after therapy ends. 
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CHAPTER 3 


Explanation and Description 


An Integrative, Solution-Focused Case 
of Couple Therapy 


THORANA S. NELSON 


Eich before we started, Allison Miller was crying. Her husband Sam handed 
her a tissue from my box, looking both concerned and hurt. While Allison 
and Sam read the informed consent form, I gathered my intake paperwork and 
my thoughts, noting that they were reading carefully but not laboriously. Sam 
sighed at one point, and I wondered what he might be thinking. Allison seemed 
to be taking her time, and I wondered what thoughts were going through her 
head. She did not seem impatient, though, and when I asked whether they had 
any questions, they said that they did not. 


THEORY 
Explanation 


Theory is mostly about explanation: ideas about why things are the way they are. 
In my work, I have come to rely more on description than on explanation. What 
I look for, however, is based on theory or therapy models that I have learned, as 
well as my worldview or paradigm—my “lens.” I focus on structural, strategic, 
and Bowen family therapy approaches as understood within a systems frame- 
work (von Bertalanffy, 1968), and I use these approaches in therapy primarily for 
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explanation. I have adopted other forms of therapy practice over the years, which 
includes solution-focused approaches. 

From structural theory (e.g., Minuchin, 1974), I look at power balances, 
boundaries and the family- and culture-related rules that define them, and the 
ways that partners nurture each other and foster both individuation and connec- 
tion across systems and subsystems. Minuchin believed that homeostatic tenden- 
cies hold couples and families in rigid rather than flexible boundaries. Flexibility 
allows an optimal amount and kind of information to cross boundaries, informa- 
tion that is appropriate for a particular system at a particular time. Boundaries 
develop from cultural and familial patterns and have no universal ideal. Rather, 
so-called “healthy” functioning is unique to each couple and family. 


Of course, this is ultimately true, and, at the same time, there is a substantial body 
of research (which, later in the chapter, Nelson herself cites as a partial guide to 
her way of practicing) on what constitutes “healthy” versus “unhealthy” couple 
relationships. Indeed, this research has been so influential that it is referred to by 
therapists of widely differing theoretical orientations as a kind of “basic science” 
basis for many of their core clinical points of view about case conceptualization 
and intervention. 


Question: What do you use as the basis of understanding what constitutes 
“healthy” couple relationships? Or are you more “idiographic,” 
emphasizing what is unique about, or at least particular to, a 
given couple? Do you combine these more general and more 
couple-specific perspectives? How? 


From the interactional views of strategic theory (e.g., Haley, 1977, 1987; 
Madanes, 1981; Watzlawick, Weakland, & Fisch, 1974), I look at repeated 
sequences of communication interaction, including those that are effective as 
well as those that are ineffective. What usually drives couples to therapy are 
negative interactions and the meanings that couples attribute to them. These 
meanings, or frames, affect the way people interpret interactions and thus the 
way they feel, think, and behave. 

Bowen (1978) suggested that people need to develop high levels of differ- 
entiation of self and need to manage stress without excessive amounts of dis- 
tancing, conflict, symptomatic behavior, or triangling. Differentiation of self, by 
definition, means intimacy as well as autonomy in relationships. Anxiety, which 
is driven by lack of differentiation and too much emotionality, prevents people 
from being able to think well and leads to reactive behavior rather than choices 
about responding in relationships. 

Solution-focused brief therapy (SFBT; de Shazer, 1982) does not include 
theory of explanation; de Shazer and others (e.g., de Shazer et al., 2007) sub- 
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scribed to a philosophy that (“big-T”) Theory could interfere with amelioration 
of the troubles and complaints that clients bring to therapy. Instead, the basic 
philosophy of SFBT includes assumptions such as that solutions are not neces- 
sarily related to the problems. Rather than trying to determine causal factors or 
structural elements that hold problems in place (homeostasis), solution-focused 
therapists favor descriptions of preferred futures and solution-building language 
(de Shazer et al., 2007). From a solution-focused perspective, people come to 
therapy when they have forgotten what works or do not know where to look for 
something that does. 

Problems are ubiquitous. People typically come to therapy when they are 
unable to resolve difficulties on their own or are asked to go to therapy by some- 
one who believes that their behavior is problematic in some way. In my approach 
to therapy, pathology is less important than how clients want their lives to 
unfold. Explanatory theories provide hypotheses for how problems may develop; 
however, these are metaphors and make sense only within the worldviews of the 
people who use them. Other metaphors and worldviews also make sense. 

Similarly, change occurs in many ways, usually depending on the ways that 
make sense to clients. Therefore, for me, therapy often is a combination of dance 
and chess: work with the clients, learn their moves, anticipate at least two steps 
ahead, and follow their leads. 


Description 


Structural theory leads me to watch couples’ boundaries: are they too diffuse and 
permeable, such that one partner interrupts and seems to know what the other 
is thinking? Or are the boundaries too rigid, preventing the couple from being 
close? In terms of strategic theory, I assess couples’ interactional styles, both 
positive and negative, and try to understand the meanings they are ascribing to 
them. Bowen theory influences me to assess differentiation of self: What are the 
elements of intimacy, autonomy, and anxiety that drive couples’ interactions? 
Using solution-focused therapy, I focus on the language couples use, looking 
especially for openings for solution-building rather than problem-solving lan- 


guage. 


THERAPY 
Explanation 


Theory of therapy is different from theory of how problems develop. Theory of 
therapy focuses on how change occurs and how therapy effects change. My the- 
ory of therapy starts with a philosophy or paradigm of system thinking through 
which other theories, models, or approaches are viewed and utilized. In typical 
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structural therapy practices, change occurs as a system’s boundary rules are chal- 
lenged and new rules formed that establish new boundaries and thus new inter- 
actions and the experiences of people within the system. This often is accom- 
plished through raising intensity so that typical rules are breached, requiring 
new, more functional rules to develop. 

In strategic therapies, change occurs as typical interactions around prob- 
lems are interrupted and new meanings developed. Changing interactions helps 
couples interrupt their runaway cycles, which leads to new and, one hopes, more 
productive interactional styles meanings. New meanings offered by therapists 
put situations into different contexts that change how people interpret behaviors 
and intentions of others and thus how they respond to them. 

Bowen suggested that change occurs as people are able to differentiate 
thinking from emotion and self from family of origin. Therapists help clients to 
remain calm so that their emotions do not overwhelm them, which allows them 
to think and plan changes in both thinking/emotional systems and family-of 
origin and other relationships. 

Solution-focused therapy helps people change by redirecting focus on prob- 
lems to focus on solutions. This allows people to notice that problems are not 
happening all the time, that changes are already happening, that small changes 
lead to bigger changes, and that they have resources for changing. Solution- 
focused therapy addresses factors from the core explanatory approaches in my 
work by helping people to be less reactive to problems, which helps them to 
develop boundaries that serve them better, to increase positive and productive 
interactions with each other, and to become both more intimate and autonomous 
in their important relationships. This is done primarily by developing clear and 
detailed pictures of what they want. 


Being “less reactive to problems,” akin to developing greater capacity for affective 
self-regulation and greater capacities for affective regulation of one’s partner, have 
become a central therapeutic focus of many models of couple therapy. 


Question: Read all the case studies in this casebook and see how many 
different approaches to helping couples become less “reactive” 
you can identify. 


Therapy is much smoother when I formulate plans and do not easily devi- 
ate from them. I use an assimilative way of thinking in therapy (Fraenkel & 
Pinsof, 2001), using theory of explanation as background to help me determine 
which practices from integrated or assimilated approaches best serve the purpose 
of strengthening or loosening boundaries, changing interactional cycles, raising 
or lowering intensity, increasing differentiation of self, or increasing solution- 
building thinking. 
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I tend to start therapy with solution-focused therapy, which helps me under- 
stand clients’ goals and to move to overt structural or strategic therapy practices 
when therapy seems stalled. I tend to reserve Bowen theory practices for times 
when I believe that family-of-origin dynamics are preventing progress, when 
clients request help with family-of-origin issues, or when I believe that potential 
solutions may be discovered through genogram work. 

My approach to therapy requires that I believe that what is healthy or 
unhealthy mostly is determined by the couple. I do not believe that dynam- 
ics such as violence are desired by couples and, therefore, also fit this defini- 
tion. Couples who are able to tolerate and perhaps enjoy high intensity are not 
“unhealthy” unless they describe the situation as not satisfying or acceptable for 
them. Similarly, what they say works for them is not for me to judge unless it 
clashes with my value system. 

Goals are determined by clients and not by me. Theoretical goals such as 
clear boundaries, in and of themselves, are best reached when partners desire 
them. Therapy may lead to lowered anxiety, higher intimacy and autonomy, 
clearer boundaries, and more functional interactions; it is simply that these are 
not the overt goals for which I aim. 


Question: This is a variation on the first question, on page 45: When you 
do couple therapy, are there a number of goals for which you 
aim (such as those just listed by Nelson) that transcend the 
particular case? A sort of set of what you might consider “uni- 
versal” goals? If so, do you share these with couples explicitly, 
or do they simply guide your private case conceptualization and 
treatment planning? 


I aim for what the couple wants unless it conflicts greatly with something 
in my own value system, in which case I explain this to them and offer referrals 
if I think that is appropriate. 


Description: Early Therapy 


After the Millers signed the informed consent forms, we went over the intake 
paperwork, and I learned that this was the first marriage for each, that they had 
been married for 13 years, and that they had two children. Allison was 32 and 
Eric 33 years old at the time of therapy and had met in high school. Allison 
had completed one year of college and Sam had a bachelor’s degree. Allison was 
first attracted to Sam because he was funny, had nice eyes, and was cute. Sam 
was attracted to Allison because of her upbeat personality and good looks. Both 
were members of a conservative religion and were active in their church. Their 
families lived nearby, which was important because their children had medical 
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problems and required a lot of care. The couple’s families provided emotional 
support for them as well as physical care for the children. 

The Millers had grown up in a moderate-size university town that was sur- 
rounded by small, rural communities and was primarily Caucasian and working 
to middle class with a dominant, conservative religion. Allison worked as a hos- 
pice in-home care advisor, and Sam was a civil engineer and a search-and-rescue 
volunteer and critical incident debriefer. This information was important to me 
because it suggested that their lives were constantly wrapped up in taking care 
of other people. 

With Allison and Sam, I wondered how much of their lives revolved around 
their children’s needs so that both their marriage (intimacy) and own personal 
(autonomy) needs were neglected. Allison was expert at helping people arrange 
home life around the care of terminally ill people; this might leave her frustrated 
and guilty when she was not able to manage her own family well. Sam was good 
at fixing things and managing emergencies; this might leave him feeling help- 
less and at loose ends when he could not help his own children, and fearful when 
their needs outpaced his capacities. It also might mean that he had to manage 
his own emotions to remain calm for Allison and the children during their 
rather frequent medical crises. Although each said that help from their families 
was important and appreciated, they also said that they wished that they did not 
need so much of this help. This suggested to me that they wanted more differ- 
entiation from their families. 

I watched the Millers interact during the session to gauge the nature of the 
boundaries between them as individuals and around them as a couple. Their 
interaction suggested diffuse boundaries around them and a rigid or potentially 
rigid boundary between them. Their interactional style did seem negative to 
me, yet each seemed in distress that they could not bridge the distance between 
them, saying that they thought it might be better if they could argue; arguing 
would be better than distance. This suggested to me that they had some aware- 
ness of their interactional style. 

The Millers described their complaint as feeling increasingly distant from 
each other. Allison had finally said something to Sam when she found herself 
thinking romantically about another man, which served as a wake-up call to 
the couple. They had talked about this, but Allison was tearful from guilt and 
remorse while Sam seemed more distant, confused, and angry. I noted aloud that 
Allison had left her comfort zone to build a small part of the bridge by talking 
with Sam and agreeing to therapy, which Sam had suggested. 

Religious values form the foundation for many of the rituals and protective 
beliefs for family life (Walsh, 2009). Allison and Sam belonged to and faithfully 
practiced a religion that subscribed to traditional roles for men and women in 
marriage. Allison’s and Sam’s religious context provided resources for them in 
terms of spiritual support, physical and occasional financial support, and clear 


50 CLINICAL CASEBOOK OF COUPLE THERAPY 


rules upon which to build and evaluate their marriage. At the same time, this 
imparted constraints that bound them in terms of their feeling guilty that they 
did not have a better marriage, their limited flexibility in terms of gender and 
personal roles, and a strong sense that they were being watched and misunder- 
stood by the community as “perfect.” 

My forays into seeking exceptions to their feelings of distance were quickly 
thwarted. 


Couples vary a great deal in terms of how easily they allow therapists to make 
“forays” into different realms of their relationship, as a reading of any number of 
cases in this casebook illustrates (cf. the chapters by Hazlett and Greenan). Some 
couples (and individuals, of course) are especially averse to inquiry about feelings, 
but others may be as averse to discussions of power, sexuality, the past, etc. 


Question: When a couple “thwarts” your “forays” into areas you con- 
sider very important to explore, how might you handle this? In 
a more complicating vein, how might you handle it when one 
partner is much more open to your forays than the other? Why 
can this become complicating? 


They described their courting and early marriage to each other but quickly 
moved to descriptions of stress and distance when their children were born. Alli- 
son reported that she had not felt sexual toward Sam since before their second 
child was born. I asked again about exceptions and they looked at each other and 
then blankly at me. 


THORANA: May I ask you a strange question? I ask lots of strange questions, so 
if it becomes too much for you, let me know. May I ask this question? 


ALLISON AND SAM: Sure. 


THORANA: OK. Suppose our time together today ends and you go home, take 
care of the kids, and go about your evening. You go to bed and fall asleep. 
While you are sleeping, a miracle happens and all the troubles that brought 
you to therapy are gone, just like that (snapping fingers). But because the mir- 
acle happened while you were asleep, you didn’t know it happened. What's 
the first thing you would notice that would tell you, “My, something is very 
different; everything is OK.” 


I asked the miracle question (De Jong & Berg, 2007) for two reasons: First, 
I wanted to know what goals the couple might be able to identify beyond the 
absence of the problem. Of course, clients want their problems gone, but that 
does not tell us what they want instead. What they want often seems peripheral 
to the problem when we identify it, yet it becomes the focus of therapy. I believe 
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that when couples move toward their goals, regardless of how much the goals 
seem related to the presenting problems, the problems are no longer present or 
are no longer problematic. Second, I wanted to put the goals in a systemic frame- 
work of relationships that will be different when the goals are reached. 

Allison’s response to the miracle question was that she would wake up after 
the miracle, cuddling with Sam; Sam would tell her to stay in bed while he got 
the children moving in their morning routine; and she would not feel guilty that 
she had had feelings for another man. I asked what she would be thinking about 
instead, and she said that she would be looking forward to spending time with 
the family. Sam’s miracle was that Allison would want sex with him. I said, “Of 
course,” and asked what else he would notice and he responded that he was not 
sure, that he had just about given up on things’ getting better. I validated this 
remark by saying that this was sad and wondering what he would notice first 
when he was just a little more hopeful that things could get better. Sam looked 
at Allison, who had quietly begun crying again, and said that Allison would tell 
him that she wanted their marriage to work. 


THORANA: Who will notice this difference in you, that you are looking forward 
to spending time together and are hopeful? 


ALLISON: My aunt will notice. She comes over almost every day to help with the 
kids. 


THORANA: What will she notice? 


ALLISON: She will see us in the same room and she’ll see us talking with each 
other. 


THORANA: Do you agree with that, Sam? What difference do you think that 
will make to Allison’s aunt? 


SAM: At first, she’ll be surprised. But then, I think she'll be relieved because I 
know she’s worried about Allison. 


THORANA: What difference will her relief make to the two of you? 


ALLISON: I will feel better because I don’t like having so much attention. 


Scaling is an important practice in solution-focused therapy. This practice 
(Thomas & Nelson, 2007) assumes that people hold levels of hope, commitment, 
and progress toward goals on a continuum, usually with 10 being the ultimate 
score and 0 being the opposite of that, whatever that means to the client. Scaling 
helps determine levels of a multitude of useful elements of people’s lives as well 
as progress toward clients’ goals. Scaling assumes that change is incremental and 
helps people think of small rather than big changes, and the presence rather than 
the absence of something. Scaling provides hope and encouragement because it 
often helps people realize that they already are making progress toward goals, 
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progress that they had not noticed. We therapists must be patient, though, and 
not force clients to feel hopeful, “leading from behind” (De Jong & Berg, 2007), 
going slowly, and not being solution-forced rather than solution-focwsed (Nylund 
& Corsiglia, 1994). 


Whatever one’s theoretical orientation in couple therapy, therapist flexibility is of 
utmost importance. Nelson’s distinction between “solution-focused” and “solution- 
forced” styles of therapy is very important. In an e-mail exchange with the editor, 
Nelson wrote, “Many therapists and writers in SFBT are clear that they are not 
problem-phobic and therefore don’t need to ‘force’ the approach. Others think 
that problem talk should be avoided at almost all costs, just as we used to try to 
stay away from talking about ‘linear’ processes in relationships.” 


Question: It is tempting at times to get so locked into a particular model of 
(any kind of) psychotherapy for the seeming comfort and order 
it provides us, that is, by giving us a clear map, maybe an all-too- 
clear map that helps keep our anxiety, doubting, and uncertainty 
in check. Are you aware of such “temptations” in your own 
work with couples? 


I asked Allison and Sam several scaling questions: how committed they 
were to their marriage, how committed they were to each other as partners, 
how much they loved each other, how committed they were to giving therapy 
a try, and so forth. Sam started by saying that he loved Allison very much, that 
he wanted their marriage to work, but that he also wanted her to be happy. He 
was willing to do anything he could to fix things, but mostly wanted her to be 
happy. Allison told me that her religious beliefs made her want to work on the 
marriage, that she loved Sam but was not “in love” with him, and that she was 
at a 5 in terms of doing anything that might make the marriage work. Before 
I could compliment her, she tearfully said that she did not want to hurt Sam, 
but that she thought there might be something more for her “out there,” and she 
yearned for it. 

I quietly asked Allison how it was that she was at a 5 on the scale instead 
of 4, given her yearning for something “out there.” She said that she cared about 
Sam very much and did not want to hurt him. 

I wanted the first therapy session to end on a positive note and thought that 
if we talked about what Allison had just told me, we could become embroiled in 
problematic content rather than a solution-building process. It was not clear to 
me how her telling the story would be helpful. It is not that I believe that people 
do not need to tell their stories or that I should ignore their pain. However, I 
think sometimes that they do this because they believe that talking about prob- 
lems is required for solving them. On the other hand, I am not problem-phobic. 
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I simply believe that therapy is more efficient when I understand goals and build 
hope. 

I had several choices at this point in the Millers’ first session. One choice 
was to ask Allison what would be happening when she was at a 6 on the scale, 
ignoring the confession. This risked leaving her feeling ignored and not vali- 
dated. A second choice was to ask for more information about what she meant, 
risking an intense conversation before I understood what the couple’s tolerance 
levels might be. Iam not afraid of intensity in therapy, but am reluctant to allow 
interactions that pose risks of destroying rather than developing hope, especially 
in first sessions. 

I acknowledged that this was a difficult conversation for Allison and Sam 
and then asked Allison again how much she wanted the marriage to work. She 
said that she did not know but wanted to try. Sam seemed relieved by this 
response, so I sat back in my chair to think for a moment. I decided that it 
might be useful for all of us to hear what the couple already was doing to try 
to make the marriage work that helped, even a little. This idea is similar to 
Watzlawick and colleagues’ (1974) practice of asking about attempted solutions, 
but the intent is different. de Shazer studied therapy with the Mental Research 
Institute (MRI) folks, the developers of one form of strategic therapy, and was a 
close friend of John Weakland, one of the progenitors. The MRI therapists sug- 
gested that attempted solutions can become the problem. However, over time, de 
Shazer and colleagues developed an approach to therapy that suggests that some 
attempted solutions have been more useful than others but have been abandoned 
or not noticed because the problem was not “fixed.” Noticing what helps, even 
a little, or times when a difficulty is not present or is not as problematic (excep- 
tions) can lead to an increase in hope or slight success that can snowball people 
toward their goals. 

I asked the Millers what they had already done that helped, even a little. 
Allison said that since she told Sam about her unhappiness, he had been trying 
to help more with the children, although she admitted that she often found fault 
with what he did. Sam said that Allison had seemed less put off by his overtures 
of affection although he could tell that her heart “wasn’t in it.” 

Clients are consumed by their unhappiness and complaints and often have 
been led to believe that therapy is about finding out what is wrong and fixing 
it. In my solution-focused approach to therapy, Iam more interested in what is 
going right than what is going wrong, and I want clients to become similarly 
interested. I want to help them build a foundation of friendship that Gottman 
(Gottman, Driver, & Tabares, 2002) found to be crucial. I complimented the 
Millers on their attempts and on their noticing each other’s attempts. Allison 
commented that she appreciated Sam’s attempts and wanted to feel loving, but 
was put off because she knew that he wanted sex. She said that she thought he 
might be trying to make things better because he wanted sex but that she did 
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not; she could not make her feelings change as fast as he wanted. She said that 
she was not sure that he wanted to be a father because he seemed to avoid inter- 
acting with the children. Sam said that he did want to be their father, but that 
it was difficult sometimes because it seemed that Allison did not appreciate his 
way of doing things. This suggested isomorphism (Becvar & Becvar, 1999) to me, 
or a similarity of pattern in different areas of the couple’s life, and posed possi- 
bilities that changes in their talk about each other as parents might help change 
their talk about other things. 

I watched this interaction because I thought the Millers might be talking 
in a way that they did not at home, being more honest and clear with each other, 
and the boundary between them might be softening. However, they seemed to 
be at an impasse. They both looked miserable, but it seemed to me that Allison 
wanted to make the marriage work, so I asked them how much they loved each 
other. In solution-focused scaling questions, any answer can be seen as better 
than whatever is below it, even negative numbers; the focus is on what things 
are rather than what they are not. Allison said that she was at a 2. When I asked 
why she was not lower on the scale, she said it was because Sam was the father 
of her children and because she knew that he loved them and her. Sam was at a 
7. I asked Allison what would be different when she was at a 3 and Sam was at 
an 8, and she said that they would be able to look at each other. The couple were 
calm and looking at each other. Comparing this to Allison’s response was not 
lost on me, but I did not want to do anything that might make her feel pushed 
into a corner. 

I typically like to know about clients’ levels of hope at the end of the first 
session compared to the beginning. I asked each where they were on a scale 
of hope, 10 being they were absolutely sure that things would work out. Alli- 
son said that she was at a 4, which I responded to with raised eyebrows and 
said, “Really? That’s great! Where were you when Sam phoned me to make the 
appointment?” She said that she had been at her lowest then, about a 1, but was 
willing to come to give therapy a try. Sam said that he was at a 7, that learning 
that Allison wanted to work on the marriage had given him more hope. I sug- 
gested that the Millers notice what was going on in their relationship that they 
wanted to keep (Formula First-Session Task; de Shazer, 1982). 


The Second Session 


When they arrived for their second session, I asked the Millers what was better. 
In solution-focused therapy, the second session often starts this way (Turnell & 
Hopwood, 1994). If the homework was useful, I would find out soon enough or 
would not need to. If it was not useful, I tend to believe that it was ill-timed or 
otherwise not a good fit with their situation. I do not believe that clients who do 
not follow suggestions are “resistant” to therapists or to therapy, but are show- 
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ing therapists how to cooperate with them (de Shazer, 1984). Therefore, if they 
do not follow suggestions, it is because we are not working well together and 
thus it is my job as the therapist to figure out how to do better. When clients do 
something other than what I suggest, I believe that they know themselves better 
than I do and know better what will be helpful. 

Allison said that their friendship was better; they were talking more with- 
out fighting and were even joking some. I asked how this had happened, and 
Sam said that coming to therapy had opened his eyes to the seriousness of their 
situation. He said that the previous session had been a motivator and incentive to 
work on the marriage. Allison said that it still felt more like a friendship because 
there was no “spark,” but that she was feeling closer to Sam. In terms of closeness 
(using the clients’ own words), Sam said he was at 7 and Allison said she was at 
a 2 on the scale. 

I typically think that it is helpful to try to raise scaling levels of lower part- 
ners to try to bring the couple closer together. I asked Sam what he thought a 4 
or 5 would look like on Allison’s scale and he looked to Allison for a response. 
Allison said that seeing Sam interact more with the children would tell her that 
things were improving. This led to a calm discussion about how Sam thought 
that Allison had a mental list of things that had to be done, and if he did not do 
those things or did not do them quickly enough or correctly, he was not “good 
enough.” He explained to me that they think differently: Allison has lists and 
she checks them off, and he just moves from task to task as they need doing. 
Allison said that she never knew whether Sam was going to take care of things, 
so she often did them herself (withdrawing) or nagged him (criticism), neither of 
which helped. I asked what it would take for her to believe that Sam would do 
things without being prompted. Allison thought for a moment, looked at Sam, 
and said, “If you say that you know what’s on the list and you're going to get 
things done, I'll try not to bug you about it.” Sam said that he would, but Alli- 
son would have to let him do things his own way. Allison said that she needed 
reassurance, so Sam said that he would tell her when he got home that he would 
take care of specific things so she would know what she needed to do. 

I did not know what sorts of tasks the Millers were talking about. I did not 
think I needed to know; they knew and that was what was important. What 
was important to me was that they were talking without criticizing or avoiding 
each other and that they were seeking solutions instead of complaining. I asked 
what would be different when they were one more point up on the scale. Allison 
said that she had already noticed a change in Sam’s attitude, that he seemed to 
want to be around the children more. Sam seemed forlorn, so I suggested that 
they might need more time together as a couple, not on household tasks, work, 
or children, and asked whether they might like to experiment with something. 
They seemed intrigued, so I suggested that when Sam came home from work, 
he first tell Allison one thing on the list that he was planning to do. I suggested 


56 CLINICAL CASEBOOK OF COUPLE THERAPY 


that Allison ask him about his day and listen to him and only him for 5 min- 
utes. I wanted to help them increase the permeability of the boundary between 
them and strengthen the one around them. Starting with small steps such as 5 
minutes of talk is important and more likely to succeed than grand changes such 
as dates. 


The Third Session 


What is better? Allison said that she trusted Sam more, not reminding him 
about the list as often as she had been because Sam had shown that he would 
bring it up first and was doing what he said he would. They were watching 
TV together sometimes “in the same room!” and they had found a new routine 
where they would spend time together on the evening tasks and talk with each 
other, and then spend time apart after the children went to bed, Sam on his 
computer and Allison watching TV. They enjoyed this routine and thought that 
it was helping them in their friendship. On the weekend, Sam had initiated a 
family activity, which was new. 

On the love scale, Allison was at a 4 and seemed discouraged about this. 
She had noticed that Sam was enjoying the children and time with the family, 
was happier and more present when he was with them, and seemed more con- 
cerned about what was going on with the children and how he could be help- 
ful. I thought that the boundary around the family was stronger, the boundary 
between Allison and Sam was more permeable, and that they were learning 
to manage their distance and closeness needs with less emotionality. Sam still 
wanted sex and Allison still did not. I decided not to push this issue and let their 
friendship grow so that Allison might spontaneously begin to feel more “spark.” 
We developed family, couple, and individual goals so that they could each expe- 
rience balance in these needs. They decided to take the children out one evening 
during the week, go out themselves once a month without the children, and take 
turns deciding what they would do on both family and couple outings. They 
had developed a habit where Allison would decide what they would do and Sam 
would go along because “it really is OK” and because it was easier than risking 
a disagreement with Allison. Allison explained that she felt burdened by being 
the one who made most of the decisions in the family and would appreciate 
Sam’s taking more initiative, even if it was not what she might prefer. She said 
that she was about 80% sure that she would be able to do this without much 
trouble, although it would be different for her. She said that she was trying to 
develop more patience with Sam, and Sam said that he had noticed. 

A new topic came up in this session, which was a signal to me that the Mill- 
ers might be ready to move further. Sam said that they tended to disagree more 
when the kids were having problems. I could have asked about times when they 
were under stress and did not disagree, but thought that perhaps their notion 
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of “disagreeing” was so low key that they would have difficulty with this idea. 
Each tended to personalize the situation they were describing, feeling guilty and 
resentful. I introduced the concept of the “Four Horsemen of the Apocalypse” 
(contempt, criticism, defensiveness, and stonewalling; Gottman, 1994) and asked 
what they noticed in their interactions. 


As noted earlier, there is a sizeable body of research on what characterizes 
“healthy” couple relationships. There is also a sizeable body of research on the 
effectiveness of particular couple therapies. 


Question: In what ways does your awareness of relevant research influ- 
ence your clinical work with couples? Or, if it does not, why is 
that the case? 


They looked at each other and talked about what they saw. Sam felt criti- 
cized, but did not feel contempt from Allison. Allison experienced Sam as 
distancing or avoiding (stonewalling), but noted that he did not often become 
defensive. Sam noted that when he had become defensive in the past week, Alli- 
son had apologized and said that she was tired. Gottman would call this a repair 
attempt. I complimented the Millers on this interaction and asked where they 
had learned to do this. Neither could identify a time when they had seen their 
parents disagree, so they thought that they had learned either to not fight or to 
act like siblings (bickering), neither of which was satisfying to them. I told them 
that apparently they had learned how to attempt repairing their interaction on 
their own while “this famous couple researcher” had had to watch hundreds of 
couples to figure it out. They laughed and seemed quite pleased with each other. 
I noted that it did not seem difficult for them to contemplate acting in ways that 
were different from their families of origin, a sign of potential hope. 

We spent the remainder of the session discussing their disagreement style, 
how they could get on the same page when the children were sick, and how 
they could encourage the children to do more for themselves or to be more 
patient, waiting for help. They spontaneously scaled themselves at about 5. Sam 
had noted that he thought Allison jumped to the children’s aid sooner than 
she needed to, and Allison agreed. When asked, she admitted that she would 
not have been able to hear that from Sam 2 months previous without becom- 
ing defensive and feeling criticized. They decided they wanted to talk about 
disciplining the children, which I took as a good sign because it was a “normal” 
family issue. 

I saw improvement in Allison and Sam’s relationship, with further strength- 
ening of boundaries and a changed pattern of interaction, but was still feeling 
rather cautious. I could not determine whether we were dancing around serious 
issues or working on a different interactional style that would help them to 


58 CLINICAL CASEBOOK OF COUPLE THERAPY 


work on their intimacy concerns on their own. I decided to keep this idea in the 
back of my head and determine during the next session whether to bring it up. 
Most of the time, therapy is better when I let clients take the lead. However, on 
occasion, I have worked with couples who decide to maintain what I consider 
an immature love style, a relationship that does not contain the intimacy that 
I think is possible for them. They are satisfied at a 6 or 7 on a love scale and 
seem not interested in going for the gold, or at least an 8. In those situations, it 
sometimes is helpful to increase intensity as a way of raising the threshold for 
difficult discussion and increase the permeability of the boundary between the 
partners. Of course, if a couple is satisfied with their level of intimacy, it is not 
my prerogative to force it; I usually try to ascertain whether the maintenance 
level is what they are really accepting as good enough or whether they are unsure 
about taking a risk to move further. 


The Fourth Session 


I had the answer to my question about the couple’s interaction at the beginning 
of the fourth session. They had taken a step back, arguing more about sex. Sam 
claimed that he had been really trying but that Allison did not seem to care, and 
Allison said that it was too soon for sex and he should not push her. I decided 
that the distance between the Millers needed to be bridged and that their argu- 
ing was a sign that they could tolerate more intensity because it was not their 
usual pattern. I also thought it might be helpful to observe their interaction for 
ideas about where to interrupt their cycle as well as places where they were doing 
well and not noticing. I asked them to talk with each other about their difficulty. 
This enactment revealed a pattern whereby Allison tried to explain to Sam how 
his insistence on sex was frustrating for her and left her feeling that he did not 
really care about her; he just wanted sex. Sam looked at me and I encouraged 
him to talk with Allison by gesturing toward her. Sam explained that he loved 
Allison and missed her, that ever since the kids came, it seemed like they and her 
family were more important than he was. Allison acknowledged his feelings and 
said that she just did not like feeling pressured for sex. I asked her how much 
she wanted sex, and she said, “zero.” Then she said that she thought she could 
want sex, but she was not sure she wanted it with Sam. They had known each 
other a long time and she felt more like his sister than his wife. I asked if she 
wanted to feel like his wife. She looked at him for several seconds, then looked 
at me and said, “Yes.” I asked whether this was a tiny step up the scale and she 
said that it was. 

The issue they described is one I often see in conservative, gender-traditional 
religious cultures. Women often are supposed to submit to their husbands, but 
they also are supposed to be close to their families and focus on their children. 
Many women have little power beyond their influence over the household and 


Integrative, Solution-Focused Case of Couple Therapy 59 


children. At the same time, men have little time for themselves and are taught 
that they are the authorities in their homes. There is very little sex education 
before marriage. I asked them when the last time was that they had had time 
for just themselves, no children or family, again thinking about their friendship 
foundation, and beginning to think that there would need to be some romance 
in this relationship if it was going to work. 

Instead of doing formal sex therapy, I have found that helping couples 
develop their friendship intimacy and discover on their own what works for them 
often is better (Nelson, 2004), sometimes suggesting that they go to a bookstore 
on one of their dates and peruse the sex self-help books. When couples have dif- 
ficulty with this suggestion, I mention a few books, including some religious and 
conservative ones, and suggest that they work on this together, keeping in mind 
that what works for some couples is not always helpful for others. I acknowledge 
their church’s stance on sexual activity and at the same time encourage them 
to find their own comfort levels. I did this with the Millers and suggested that 
they continue building their friendship and slow down a bit, not intending to be 
paradoxical. I acknowledged to Sam that this was difficult for him, but that it 
was necessary for Allison to be comfortable. I pointed out that both were afraid 
of losing something important but that they had worked hard in the session and 
been more open with each other than they had previously described. 


The Fifth Session 


At the beginning of the fifth session, Allison said that she wanted to love Sam, 
that she knew she could feel sexual, but she could not feel that way with him. 
They told me more about their history, having dated only 3 months, even though 
they knew each other from school. They described a wall between them, and 
Allison asked if she could see me alone. I thought this might be a good idea 
because I wondered about her preoccupation with the other man, its extent, 
and whether it was still going on. I also wondered about family of origin and 
other influences and potential barriers to progress in therapy. My general rule in 
couple therapy is to honor individuals’ need for privacy, but state in my informed 
consent for treatment/professional disclosure statement that if I think something 
is blocking treatment, it will have to be dealt with or I will not be able to do 
therapy. When there are affairs, this means stopping the affair or telling the 
partner so that it can be dealt with. 


Allison’s Session 


In Allison’s session alone with me, she admitted that her friendship with Sam 
had improved from a 5 and that she recognized that he was trying very hard to 
be a good father and husband. I asked her the miracle question and she said that 
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after the miracle, she would be happy, smiling, and “lighter.” Her parents would 
notice this difference and would see her happy and upbeat and would see her 
smile return. She wanted more comforting from Sam, but feared that he would 
take this as being willing to have sex; on the other hand, she did not want to 
upset him. After the miracle, they would be able to talk without getting upset. 

This change would make a difference to Allison in that she would expe- 
rience less stress, less burden, and would enjoy things more, everyday things; 
she would be able to breathe. She said that she felt heavy and was having dif- 
ficulty breathing. She denied other symptoms that would raise my concern about 
depression or suicidal ideation. I knew that her religious values and her children 
likely served as barriers to suicide. I did note this, however, so that I could be 
watchful and come back to it if things did not improve. I was curious about 
what else Allison had to say. 

Allison said that her parents would most likely notice if she were lighter 
and would be less worried about her. The difference this would make to Allison 
was that she would receive less attention, something that she thought she got too 
much of; she wanted more privacy and “a normal life.” I asked her what difference 
this lightness would make to her aunt. She said that they had always been sup- 
portive of each other and that if her aunt was less worried, she would share more 
of her own life with Allison, and Allison would not feel so alone. It was clear to 
me that Allison was tired of being the center of her family’s worry because of her 
problems and wanted to be able to support her family for a change. At the same 
time, she was not willing to cut off from them to gain her own space. 

I then asked Allison what difference the lightness would make to Sam. She 
said that he would be happy to have his wife back and would like the closeness. 
She said that they would be able to sit and talk about good and bad things, 
would be comfortable talking to each other and having time together. If Allison 
felt more wifely love toward Sam, she would be happy that Sam had his wife 
back and she would feel good inside. She would have a friend and they would 
have fun together as a family on weekends. She would enjoy sex with Sam. I 
asked about the last time that she had felt this lightness, even a little, and she 
said it was before their second child was born. 

Allison seemed relieved to have told me these things. She said that she had 
not been able to tell Sam how hurt she had felt about his pressuring her for sex 
and, when I asked whether she thought she might be able to now, she said she 
did not know, she would have to think about it. She seemed more relaxed and 
less pressured, so I decided to go in a different direction for a while. I had not 
wanted to be solution-forced, but did want to know (1) what might have been 
better during the week and (2) how telling me her story fit into the whole of the 
therapy picture. 

I asked Allison where she was on her miracle scale and she said she was at 
2 or 3. She said she liked that Sam was her friend and that she was feeling less 


Integrative, Solution-Focused Case of Couple Therapy 6l 


trapped in the marriage. I asked what difference this made to Sam and she said 
that it was a “breather; there’s a little hope.” She had noticed that she was looking 
at him when they passed in the house, there was less pressure, and Sam seemed 
relieved. I asked what difference this made to her, and she said it was good to have 
the “breather,” but she was scared that further progress would be “too much.” She 
also said that it had been a better week, even though she was scared, and that 
she was glad that we had talked, that she felt less guilty. She thought that main- 
taining the current status for the week would be good, that not making things 
worse and staying centered would be sufficient. She thought that she would notice 
maintenance if she could crack a joke with Sam and not feel awful. 

This session is an example of how I have learned that solution-focused prac- 
tices can coexist with explanatory theories. I perceived from a Bowen perspective 
that Allison was struggling with differentiating her emotional self from her 
family of origin and community, and from Sam; that she wanted to do this and 
felt good about it, but at the same time felt guilty and as though she might be 
disloyal, except with her aunt. This anxiety manifested itself in her difficulty 
with breathing, but Allison was able to stay with the discomfort in session and 
respond to my questions about what the opposite would be like, about its effects 
in her life and the lives of those close to her, and how that would make a differ- 
ence to them and to her. By the end of the session, she could breathe more easily 
and was ready to go home and rest. 


The Sixth Session 


I wondered whether the session with Allison might have been a breakthrough, 
but I know that these things are not predictable. In the sixth session, when I 
asked what was better, Allison said that she had had a long talk with one of her 
sisters. I waited patiently, as did Sam. Allison turned to Sam and said that she 
had not talked with the other man all week. Sensing that this was an important 
conversation between them that did not need my help, I sat back in my chair 
and watched. Allison looked at me and said that her sister had told her about 
some of her marital problems, which no one in the family had known about. 
I gestured toward Sam so that they could talk together rather than through 
me, strengthening the boundary around the couple to exclude me. They seemed 
able to manage their emotionality without pulling me into their conversation or 
withdrawing, yet the intensity was high enough to potentially make a difference. 
Allison said that her sister had told her that she, Allison, needed to “look the 
other way.” The feelings were normal, the sister had said, but what Allison did 
with them was her choice. She said that this had been an insight for her and she 
had decided that the best way to get the other man out of her mind was to talk 
to Sam about him and work on their marriage, but that she needed Sam to be 
patient with her. 
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Allison then told Sam what had happened. There had been no sex and, in 
fact, the other man did not even know how she felt. She had felt lonely when Sam 
had recently been out of town, but did not really miss him. She had tried letting 
Sam rub her feet after he got home, but she “freaked” when he tried to go fur- 
ther. Sam had left angry the next morning and she had called him, asking how 
he was, which he said was different and that he appreciated. Allison told Sam 
that she had not felt so heavy when he got home from his trip and that her hope 
level had been higher before he got home. Sam said that he knew he had gone 
too far, but he had really missed her and then he apologized. He talked with her 
about the book on sex that he had been reading and asked whether she would be 
willing to read it, too. She said she would, but by herself. She said that she had 
appreciated how he played with the kids after he got home from his trip 

I asked whether there was enough “spark” that they wanted me to help 
them with their sex life and Allison said, “Yes.” I thought about doing a geno- 
gram in the next session to further explore family-of-origin issues related to 
marriage and sex. 


The Seventh Session 


In the seventh session, when I asked about their week, Sam said that he had 
been practicing patience and had been reading the book. He asked me some 
good questions about women’s sexuality and explained some things to Allison 
that he thought would be helpful to her. He also explained some things from 
the book about men’s sexuality. He wanted to know what Allison was doing to 
help with their sex life. He said he did not understand why she was so reluctant 
to read the book. Allison said she wanted to change, but was finding it very, very 
difficult. She then told Sam that she had had another long talk with her sister, 
who told her that she needed to “come clean” with Sam and tell him about how 
she had felt years earlier when Sam had once pressured her for sex. They talked 
about what had led to Allison’s distress, how each had felt, how each had not 
liked the distance it had created between them, but how they had felt powerless 
to do anything about it. Sam apologized for having hurt her so much and said 
that he could understand how it had affected her. He also said that their talk 
had helped clear up questions that he had had for a long time but been afraid 
to ask. Allison said that she felt relieved to have finally talked about it, but was 
not sure how it would help the marriage. To me, the boundary between them 
seemed more permeable. 

I asked the Millers whether they would be willing to try something with 
me and started a genogram. There have been times when I discovered family-of- 
origin issues blocking progress in therapy and I wondered whether that might 
be happening with Allison and Sam even though they were making progress. 
I wondered how far they could go and how family-of-origin issues and patterns 
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might be affecting them and their relationship. I was mindful, however, that if I 
went on a hunting expedition, I was likely to find what I was looking for. Because 
the Millers were making progress, I decided to do a solution-focused genogram 
(Kuehl, Barnard, & Nelson, 1998). I asked Allison what she had learned from 
women in her family about being a wife, and we began to draw the family. 

Allison’s mother was a very traditional, religious wife who was both proud 
of and concerned about her daughter. She was not sure that Allison’s having a job 
outside the home was a good idea. Allison had always thought that her mother 
wanted to work outside the home, but was discouraged from doing so by her 
husband, her mother, and the church. I asked Allison whether her working was 
a conflict for her, and she said that it was “sometimes.” I asked about times it was 
not a conflict, and she said when she realized that being away from her children 
for periods of time, helping others, and making money were good for her and for 
the family. I explained the concept of triangles and pointed out that the triangle 
between her mother, her job, and her was being repeated in her relationship 
between her, her husband, and her attraction to another man. I wondered aloud 
whether closeness between her job and her, and her mother excluded, was like 
closeness between her attitudes about sex and her, with Sam excluded. She recog- 
nized this similarity immediately and described a triangle in Sam’s family. 

We explored the notion of triangles and how people can alter family rela- 
tionships so that they are not problematic without removing themselves from 
their families. In this case, Allison realized it meant she would have to tell her 
mother that she appreciated her mother’s values and advice, but had her own rea- 
sons for working and, furthermore, that this was something she and Sam agreed 
about. This helped Allison define herself as a separate person vis-a-vis her family 
of origin and would bring Allison and Sam closer together in the triangle with 
Allison’s attraction to the other man. 

Sam experienced similar dynamics in his family in terms of being the sta- 
bilizer in his parents’ marriage. He realized that he needed to tell his father that 
he and Allison were having problems, that they were working on them, and he 
needed to focus more on his marriage. Similarly, he needed to focus more on his 
relationship with his wife and less on his frustrations about sex. Allison asked 
him if he could really do this, and we spent the remaining minutes of the ses- 
sion using scaling questions to explore options and commitment for clarifying 
the boundaries between them and their distancing issues. Allison said that she 
would try to notice more positives in the marriage. 


The Eighth Session 


The mood in the eighth session was different, lighter. The Millers had survived 
another medical crisis with one of their children and not been as stressed by it. 
Sam had been the one to coach their daughter through the crisis, and Allison 
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admitted that their daughter had seemed calmer than when she was the one to 
manage the medical teams. She had stayed home with their son and, although 
she was worried, she knew that Sam was managing things and she thought she 
had done well at home. They were getting along better and had had sex. Allison 
said that it had not been easy, but had not been as awful as she had thought it 
would be and had been pleased that Sam had been patient with her. She wanted 
to come see me for some sex “tips.” They had not talked with their parents, but 
noticed that neither set were calling or dropping by as often. 

At this point, Allison said that she was at 4 or 5 on the scale and wanted 
to move up. Without my asking another question, they started to tell me the 
things they wanted to keep in their relationship (the first session suggestion). 
They took turns, and I wondered why I was there. 


The Last Session 


I saw the Millers about a month later. They said that they were getting along 
better, were much less irritable with each other when one of the children was 
sick, and that the children seemed to be having fewer medical crises. My Bowen 
training made me wonder about this as a possible removal of a child in a triangle 
between them, but I did not say anything. I stayed close to simple description 
because I did not think that explanation would be helpful. Sam said that he 
was “enjoying being a good dad” and understood Allison better, more than he 
thought he would. Allison said that she was at a 5 on the scale and thought she 
was moving up. She said she would know she was at a 5.5 when Sam could touch 
her without her feeling like jumping. I asked whether that might not be a 9, and 
both partners laughed with me. Sam said he was satisfied with 5 for now. Then 
he looked at Allison and said, “For now!” She looked sober and said, “I know.” 

The Millers said that they thought they would take a break from therapy 
for a while and would let me know if they wanted to come back. I was unsure 
about their ability to maintain their progress, but like to trust my clients’ judg- 
ments. I suggested that they consider coming back in about a month. Allison 
said they would and that she would know she did not need to if she could con- 
sciously think about what she has (Sam) and to look the other way. 


Epilogue 


So, what happened? Were the Millers able to develop a close, intimate, satisfy- 
ing marital relationship? I do not know. I typically am satisfied when clients can 
reach an 8 on their scales toward goals and not satisfied if they do not reach at 
least 7. When to leave therapy is their choice, however, and I typically hope that 
they will call me or another therapist if they find they are not happy or doing 
well. Their children, families, and religion served as strong barriers to divorce for 
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the Millers. I perceived that Allison’s talks with her sister had provided moral 
support for her such that she would have their help if she needed it for more 
progress or if she decided to leave Sam. I respected Allison’s decision to “look the 
other way” and stay with Sam. It was a conscious decision that I honored. 

On the other hand, who am I to say what a satisfying marriage is? The liter- 
ature provides some clues, but those statistics are based on averages of large, het- 
erogeneous groups and therefore say almost nothing about individual marriages. 
The Millers had great odds against them. Because of their children’s needs, their 
financial situation, and their close family and church community, maintaining 
clear boundaries around the couple and family would always be challenging. 
Their communication pattern had changed, evidenced by not withdrawing dur- 
ing difficult conversations in therapy sessions, and a positive sequence of interac- 
tion had begun. Bowen told us that good relationships, those with individuals 
who have high intimacy and high autonomy, are difficult to maintain because 
even the most differentiated relationships are unstable under stress. The Mill- 
ers had each improved in areas of intimacy and autonomy, but they had a lot of 
stress in their lives and Allison still was afraid, which suggested less autonomy 
and intimacy than was optimal. They had not consciously changed patterns in 
their families of origin; it would be very easy for them to revert to old patterns 
in their relationship during stress. 


Hunches, Hopes, and Fears 


My hunch? Sam finds it difficult to maintain his patience, the stresses in their 
life as well as cultural and family constraints help Allison maintain something 
around a 5, and Sam does his best to be satisfied with that. My hope? That Alli- 
son continues to look for positive things in the relationship and in her life. My 
fear? The same as my hunch. 
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CHAPTER 4 


The North-Going Zax 
and the South-Going Zax 


From Impasse to Empathic Acceptance 
in Integrative Behavioral Couple Therapy 


ERIKA LAWRENCE 
REBECCA L. BROCK 


One day . . . a North-Going Zax and a South-Going Zax . . . came 
to a place where they . . . stood [floot to foot. Face to face... . The 
North-Going Zax puffed his chest up with pride. “IP l} never. . . 
take a step to one side. And I'll prove to you that I won't change 
my ways, if I have to keep standing here fifty-nine days!” “And 
I'll prove to YOU,” yelled the South-Going Zax, “that I can stand 
here . . . fifty-nine years! . . . Never budge! That’s my rule. Never 
budge in the least! Not an inch to the west! Not an inch to the east! .. . 
—Dnr. SEUSS, The Sneetches and Other Stories (1961) 


AN INTRODUCTION TO 
INTEGRATIVE BEHAVIORAL COUPLE THERAPY 


All couples disagree about money, household chores, and parenting styles over 
the course of their relationships; however, not all couples become severely and 
stably distressed as a result of these disagreements. Within integrative behav- 
ioral couple therapy (IBCT), we conceptualize the primary source of dysfunction 
in terms of how conflicts unfold in the relationship (the couple’s dynamic), as 
opposed to the content of the conflicts themselves. If a couple develops a mal- 
adaptive or dysfunctional dynamic, over time it can become so entrenched that it 
is activated regardless of the seriousness of the disagreement (e.g., what movie to 
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watch versus whether to have children) and, eventually, regardless of the nature 
of the interaction itself (e.g., a disagreement, supportive discussions, telling each 
other about your day). Once a dysfunctional dynamic generalizes in these ways, 
each partner’s behaviors in the dynamic become increasingly extreme and, each 
time the dynamic is activated, the pattern escalates more quickly. Typically, by 
the time a couple seeks couple therapy, they have become quite polarized in their 
views of their relationship problems and in the behaviors they exhibit when their 
dynamic is triggered. 

A key element of IBCT is to understand why topics of disagreement are 
causing problems and distress for a given couple. Rather than focusing on spe- 
cific problematic behaviors reported by each partner, we develop a contextual 
understanding of these behaviors through a functional analysis. That is, we 
identify the sequence of behaviors that occur in a given interaction, as well as 
the environmental events triggering (antecedents) and reinforcing (consequences) 
problematic behaviors. Through this functional analysis, we begin to conceptu- 
alize their distress within a broad formulation comprising three key elements: 
themes, a dynamic process of polarization, and mutual traps. The relationship 
theme (e.g., respect and acceptance, closeness and distance, power and control) 
refers to the nature of the incompatibilities between partners that underlie seem- 
ingly disparate areas of disagreement (household chores vs. demonstrations of 
affection). These recurring themes can trigger a polarization process, characterized 
by dysfunctional interpersonal dynamics (e.g., a demand—withdraw dynamic). 
Over time, these dysfunctional patterns often result in a mutual trap, wherein 
the couple has been unable to successfully address their incompatibilities and, 
consequently, they feel trapped in this dynamic, disconnected from each other, 
and dissatisfied with the relationship. 

Not surprisingly, the IBCT therapist’s formulation of the couple’s relation- 
ship typically differs markedly from either partnet’s perspective at the beginning 
of couple therapy. Thus a primary therapeutic goal is to help couples reformulate 
their conceptualization of their problems and sources of distress in a way that 
facilitates change. The hope is that, over time, they begin to realize that all cou- 
ples disagree from time to time and that, ultimately, the topics of disagreement 
are not the sources of their distress; rather, the problem lies in the polarization 
that has developed and the ensuing feelings of entrapment and helplessness. The 
IBCT therapist helps the couple understand and recognize the problematic inter- 
personal dynamic that has developed over time and the underlying themes that 
typically trigger this dynamic. Through this ongoing conversation based on the 
therapist’s reformulation, the couple may begin to recognize that the dysfunc- 
tional relationship dynamic is the primary source of distress, whereas differences 
of opinion are natural and not intrinsically problematic. To the extent that each 
partner can begin to foster empathy and compassion for one another and move 
toward accepting their differences, they can begin to build a closer, more inti- 
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mate relationship because of their differences, rather than in spite of them. When 
this occurs, partners’ emotional reactions to each other begin to change, which in 
turn facilitates a shift in their interpersonal dynamic and, ultimately, promotes 
increased relationship satisfaction. 

In IBCT the primary focus is on promoting emotional acceptance, and four 
therapeutic techniques are used in service of this goal. Empathic joining around 
a problem is designed to increase empathy for one’s partner’s perspective and 
to facilitate expressions of more vulnerable, underlying, “true” emotions during 
conflict. Techniques include helping each partner move from expressing hard 
emotions and experiences (e.g., anger, defensiveness, resentment) to soft ones 
(e.g., hurt, sadness, fear), and encouraging the use of nonblaming language when 
discussing areas of conflict. Unified detachment is designed to facilitate discussions 
of conflict in an objective, intellectual way rather than repeating the automatic 
emotional reactions and dysfunctional dynamics that normally occur during 
those discussions. Techniques include talking about the dynamic as a separate 
entity or an “it” in the room and using humor and metaphors to capture themes 
or dynamics (e.g., the North-Going Zax and the South-Going Zax). Tolerance 
building is designed to reduce each partner’s emotional reactions to the other’s 
aversive behavior, and to shift away from the goal many couples have of changing 
the other's aversive behavior. Strategies include having couples role-play conflicts 
within and outside of the therapy room, and having them “fake” aversive behav- 
iors at home to observe the impact of these behaviors on their partner. Finally, 
self-care strategies are intended to not only increase a given partner's individual 
functioning but also to shift the focus from wanting one’s partner to change to 
the need to take care of oneself. Techniques include encouraging pursuit of indi- 
vidual interests and increasing one’s social support network. 

Ideally, by employing emotional acceptance strategies, spontaneous change 
will begin to occur such that the couple experiences a shift in their dynamic, 
the themes become less central to their relationship, and they begin to develop 
greater intimacy and satisfaction. When spontaneous change does not occur, the 
therapist then implements traditional behavioral techniques to promote ther- 
apeutic change. For example, behavior exchange techniques such as promoting 
small, concrete, positive behaviors outside of the therapy room typically result in 
small, temporary increases in relationship satisfaction. Communication skills and 
problem-solving skills training can also be useful components of therapy. Indeed, in 
some cases, couples require training in these basic behavioral skills before they 
can effectively engage in discussions aimed at promoting emotional acceptance. 

During an IBCT therapy session, couples engage in one of four types of 
discussions, which is determined by the couple based on what is most salient 
to them at the beginning of each session. Types of discussions include a recent 
negative interaction, a recent positive interaction, an upcoming event that the 
couple anticipates will lead to conflict, or a general discussion of relationship 
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dynamics and themes. When appropriate, homework may be assigned (e.g., for 
tolerance building or self-care techniques), and couples wanting to take a more 
proactive role outside of the therapy room can work from the book Reconcilable 
Differences (Christensen & Jacobson, 2000), a book written for couples from an 
IBCT perspective. 

A typical course of therapy includes four phases. During the assessment 
phase, we meet with a couple conjointly for two to three sessions, meet with each 
partner individually for one session, and have each partner complete a series of 
questionnaires. We evaluate each partner's level of distress, how committed each 
partner is to the relationship and to couple therapy, common areas of conflict, why 
conflict is a recurring problem for the couple (i.e., themes and dynamics), indi- 
vidual and relationship strengths (the “glue” holding the couple together), and 
whether IBCT is appropriate for the couple. Next we conduct a feedback session 
during which we summarize information from the assessment phase in a collab- 
orative manner, adjusting our overall case formulation based on feedback from 
the couple. The third phase typically consists of 20 to 25 therapy sessions, during 
which we pursue the therapy goals agreed upon during the feedback session. The 
final termination phase consists of two to three sessions, during which we discuss 
the couple’s progress to date and anticipate future setbacks or challenges. 

Typically, all sessions are conjoint except for the individual session during 
the assessment phase. Other individuals (e.g., family members) are not included 
(unless we are transitioning from couple therapy to family therapy). However, 
we have occasionally conducted one or two additional individual sessions when 
we believed it to be necessary and appropriate (e.g., when a partner seems to be 
holding some critical information back in conjoint sessions that is impeding 
progress). If we do meet with a partner individually, we first set up ground rules 
with both partners and ensure that they are both comfortable with the idea of 
an individual session. We also clarify that the content of the individual session 
will be shared with the partner during the next conjoint session. Furthermore, 
we never have more than one individual session in a row. 

The primary role of an IBCT therapist is to facilitate productive discussions 
about areas of disagreement through actively monitoring and guiding inter- 
actions. We are active participants in the discussions, particularly during the 
early stages of treatment when couples are still exhibiting their dysfunctional 
dynamic. We help guide couples to reformulate their relationship problems in 
terms of interpersonal dynamics and promote emotional acceptance of differences 
by implementing the previously reviewed therapeutic techniques. Essentially, it 
is our job as therapists to create a safe environment for our clients to express their 
differing views, to understand their partners’ perspectives, and to foster accep- 
tance of their differences. It is also our responsibility as IBCT therapists to model 
validation, nonconfrontation, compassion, empathy, and acceptance in order to 
help promote these behaviors in our clients. 
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For our IBCT case study, we have chosen to present the couple therapy 
experience of Julia and David, who were seen by the first author of this chapter. 
For ease of presentation, the case study has been written in the first person (rep- 
resenting the first author and the therapist for this couple). 


RELEVANT BACKGROUND INFORMATION 
ON JULIA AND DAVID 


Julia was a 41-year-old health care professional from Central America. She was 
well known and active in the community, but had few close friends. David was 
a 38-year-old man raised in a small, religious, highly insular community in the 
Midwest. He had some college education and owned his own store, where he sold 
locally made goods. Julia and David met through their church, where both were 
active members and even lived (separately in housing on church property). They 
were close friends for 6 months, but had not dated, when David was offered a job 
out of state. The church elders indicated that the two should get married, and 
they married a week later. When they presented for couple therapy, Julia and 
David had been married for 15 years and had two daughters, ages 6 and 9. Julia 
was the primary breadwinner in the household. 

Julia’s entire family still lived in Central America. She was the eldest of four 
children. Her parents were still married, although the marital relationship had 
“always” been very conflictual, and both parents had had multiple affairs. Julia 
described her father as being relatively absent during her childhood, whereas her 
mother had been emotionally abusive and overly intrusive. Her mother exhibited 
narcissistic, histrionic, and borderline traits, and Julia functioned as the primary 
caregiver in the home throughout her childhood. There was tremendous pressure 
on all of the children to succeed academically and professionally. Indeed, Julia 
skipped several grades in school and had little time for close friends growing up. 
Julia continued to struggle with symptoms of anxiety and with establishing and 
maintaining healthy boundaries in relationships. 

David’s entire family still lived nearby. He was the sixth of seven children. 
His family had either left their church or had been excommunicated (reports 
were inconsistent) before David was born. However, they joined a new church 
within a tight-knit, devoutly religious, isolated community. Throughout his 
childhood, he was bullied by children who were not part of this community. 
Also notable, his father had died in a car accident when David was 13, which was 
still very emotionally raw and difficult for him to discuss. 

When they began couple therapy with me, David was in individual therapy 
for depressive symptoms, although he did not attend regularly. Julia had been 
in individual therapy previously, primarily for anxiety symptoms, but felt it had 
run its course for what she needed at that time. During the course of couple 
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therapy with me, she began individual therapy again with a new therapist to 
work on barriers to emotional intimacy and attachment issues. Neither spouse 
had any medical or diagnosable psychiatric problems. 


It is common for one or both couple partners to be in individual therapy during the 
course of joint treatment. At times, this happens because the partner is already 
working with an individual therapist as the couple work begins; at other times, it is 
initiated after the couple work has begun. 


Question: How might such concurrent individual therapy potentially pose 
problems for the progress of couple therapy? When might such 
concurrent individual therapy synergistically aid the progress of 
couple therapy? 


ASSESSMENT AND FEEDBACK PHASES OF IBCT 
WITH JULIA AND DAVID 


Julia and David were referred to me by a mutual acquaintance. Four years prior, 
Julia and David had worked with another couple therapist for approximately 1 
year, following a critical marital event (described below) that continued to affect 
the quality of their marriage. In retrospect, they indicated that the therapy was 
not as helpful as they would have liked it to be, because they “were allowed to 
just fight like they [did] at home.” 


This is a common complaint among couples who are dissatisfied with their therapy 
experience. It points to the fact that therapist passivity is, in a word, deadly for 
couple therapy. 


Question: In what kinds of clinical situations are you most likely to become 
(hopefully uncharacteristically) too passive? How do you (or 
might you) deal with this therapist impasse? 


When I began working with Julia and David, they were both severely mari- 
tally distressed, with Dyadic Adjustment Scale (DAS; Spanier, 1976) scores of 
84 and 79, respectively. (Scores below 97 are considered indicative of distress.) 
Responses on the Marital Status Inventory (MSI; Weiss & Cerreto, 1980) indi- 
cated that both had had thoughts of divorce, but had not seriously considered 
divorce or discussed it with anyone. Responses on the Conflict Tactics Scales—2 
(CTS-2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996) indicated that argu- 
ments often led to shouting, yelling, spiteful words and actions, and hostile with- 
drawal (e.g., stomping out of the room), but no physical aggression (e.g., pushing, 
slapping). 
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Presenting Problems 


Julia and David agreed on the topics that triggered conflict, including parent- 
ing their two children (nutrition, what to watch on television, how to spend 
their free time), religion, each spouse’s same-sex friends, managing money, and 
household chores. Notably (and commonly when couples first present for couple 
therapy), they viewed these areas of conflict as comprising an extremely long list 
of distinct topics that needed to be resolved separately. 


The point that Lawrence and Brock are making here applies well beyond the 
practice of IBCT. That is, couples seeking help commonly experience themselves as 
seeking help for numerous (unrelated) problems, while therapists predictably try 
to distill out a much smaller number of recurrent dominant themes or issues (that 
take multiple forms). 


Question: How does identifying dominant problem themes, versus trying 
to address all the items on a “laundry list” of problems, help 
couple therapy be more effective? What helps you (to help 
couples) identify these dominant themes? 


They also agreed that they had severe problems with “communication/ways 
of expressing [them]selves,” and that each spouse felt “misunderstood” by the 
other. In particular, they agreed that Julia became angry during arguments and 
that David often left the room during an argument and wrote a letter to Julia to 
express his views on the issue, an approach that angered Julia. 

The couple noted a relationship-defining event that they had never been 
able to discuss calmly, let alone resolve. As noted earlier, Julia and David met 
at their church. They married in that church and continued to be members for 
the first 10 years of their marriage. Approximately 6 years prior to coming to 
me for therapy, Julia began to feel ambivalent about the church and its influence 
on the couple’s marriage and decision-making processes. Moreover, the elders 
that Julia “trusted” at the church moved out of state. Julia felt “controlled” 
by the remaining church elders and “betrayed” by some of their advice to the 
couple. After about a year of contemplation, Julia decided to leave the church. 
Many church members shared their concern about this decision with the couple, 
and both Julia and David expressed a tremendous amount of anger and verbal 
aggression toward each other. When they presented for couple therapy, they 
expressed continuing and extremely intense feelings of hurt, betrayal, and anger 
as a result of this event. Julia felt as if David “chose the church over her,” because 
she viewed his reactions as similar to those of other church members at the 
time, and because he remained an active and devoted member of the church 
despite the way they treated Julia (from Julia’s perspective). David felt as if Julia 
had betrayed the promise she made to him and to God when they married (the 
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promise to follow the church’s teachings during their marriage) and, by exten- 
sion, had rejected him as a person. 

This event caused an acute rift in their relationship from which they had 
never recovered. They had not been sexually intimate since then, and had little 
physical contact (e.g., they did not kiss). When asked why they were not sexually 
intimate, in addition to lack of an emotional connection, David stated that he no 
longer saw Julia as a religious, good, or spiritual person because she had “rejected 
their church.” Julia noted that she did not see David as someone she could trust 
emotionally (i.e., trust not to hurt her), which prevented her from getting close 
to him physically, emotionally, or sexually. 

In summary, Julia and David were both severely distressed but highly com- 
mitted to the relationship and to couple therapy. Notably, they were also quite 
hopeful about couple therapy. They presented with a list of topics of disagree- 
ment (e.g., parenting, household chores, money) and, in particular, experienced 
almost no affection, sexual intimacy, or friendship as a couple. There was severe 
emotional disengagement and a lack of emotional trust. Their interactions were 
almost exclusively conflictual and were about tangible tasks (e.g., getting the 
kids off to school), rather than about their own thoughts and feelings about their 
relationship. Moreover, their conflicts were almost exclusively characterized by 
hard emotions rather than soft ones. 

Julia and David also possessed a number of individual and relationship 
strengths. Both were kind and gentle people. Both were intelligent and hard 
working, and had a tremendous work ethic. Both were incredibly devoted to 
their children and to the marriage, even though they had different ideas about 
how best to parent their children and about what constituted a strong marriage. 
Finally, they seemed to have deep feelings of care for each other, although, for at 
least the previous 5 years, those feelings had been hidden under feelings of anger, 
defensiveness, hurt, and betrayal. 


Underlying Themes in the Relationship 


Two themes seemed to underlie the many problems with which Julia and David 
were presenting. The first theme was respect and acceptance or, to use their lan- 
guage, feeling “misunderstood,” “judged,” and “attacked.” I presented the theme 
of respect and acceptance to the couple during the feedback session and framed it 
in terms of how it hindered their ability to resolve conflicts specifically. Neither 
of them felt “heard” or “understood” by the other. Moreover, when they felt mis- 
understood, they would become angry and defensive and feel the need to defend 
their own opinions or perspectives. Thus the couple would “get stuck” and not 
move toward resolution. Over time, they had become extremely polarized, such 
that they “dug their heels in” with regard to their differing opinions instead of 
moving toward resolution. The specific treatment goal I suggested was to focus 
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on understanding and respecting each other’s points of view while temporarily 
putting aside problem-solving. I noted that research shows that this approach is 
effective and recognized that this task (shelving problem-solving temporarily) 
may be difficult to do in practice. Julia was more on board with this plan than 
David was initially, although both had a very difficult time implementing these 
techniques once the treatment phase began. 

The second theme that I identified was the fact that the couple viewed 
themselves as having fundamental differences in their philosophies of life and values. 
Thus differences of opinion across topics—such as what to feed the children for 
dinner and whether to spend an hour playing a game with the children versus 
reading the Bible with them—were viewed as indicators that the other person 
had poor values that needed to be changed. More salient examples had to do 
with Julia’s leaving the church and differences in how to parent their children. 
In the feedback session, I shared that I did not actually think their values, spiri- 
tuality, or degrees of religiosity were that different. Rather, the lenses through 
which each was interpreting the other’s behaviors led them to pathologize each 
other. The treatment goal I presented to them was as follows: “{I}f your values 
and relationships with God really are fundamentally different, let’s discuss them 
openly in here and figure out a way to have those differences work for you as a 
couple.” Achieving that proximal goal would allow them to achieve their distal 
goals of enhancing their intimacy and closeness, the quality of their friendship, 
and their sense of being a team/partnership. The other opinion I shared was that, 
as a couple therapist and within the framework of IBCT specifically, there are no 
“right or wrong ways” to do things. Rather, opinions and values are problematic 
because they are problematic in this relationship, not in and of themselves. (I 
noted that there were exceptions to this rule, though, such as violence, infidelity, 
or acute substance dependence.) Julia was more on board with this conceptual- 
ization than David was initially, but both agreed to move forward with this plan 
and “see what happened.” I promised to check in with them in a few weeks to 
see whether these seemingly drastic changes in the conceptualization of their 
relationship problems, and suggested changes in ways of interacting, felt useful 
to continue pursuing. 


Julia and David’s Dysfunctional Dynamic 


When a disagreement arose, David liked to express his opinion in its entirety 
before Julia responded, leading to what Julia viewed as a series of “monologues” 
rather than a dialogue. In addition, Julia had a much more passionate way of 
expressing herself than David had; I framed this as understandable, given their 
family-of-origin models and cultural backgrounds. David often felt as if the 
disagreements became too intense or negative and would take a time-out. In 
contrast, Julia viewed these “time-outs” as David withdrawing from the con- 
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versation when she tried to express herself—even at times when she believed 
she was behaving in a calm, rational way. David’s intent to take a time-out was 
framed as commendable. However, they would never “reconnect” to finish the 
discussion, so Julia never had the opportunity to express her side of things, and 
they never resolved their conflicts. 

That aspect of their dynamic was not unusual for distressed, conflictual 
couples, of course. What was unusual was that David would then typically write 
a long letter to Julia as a way to calmly and thoroughly express himself. These 
letters were presentations of his points of view on an issue, often with justifi- 
cations for those opinions from church elders’ advice and scripture. Whereas 
he saw this technique as a calm way to get his point across, Julia experienced 
it as condescending (i.e., pedagogical), and as a strategy that did not facilitate 
problem resolution because it was “one-sided.” Although David had suggested 
that she write letters in response, she did not wish to do for the same reasons (it 
would not facilitate a dialogue or problem resolution). Moreover, the letters were 
particularly anger inducing for Julia when he referenced the church, because that 
invoked all of the rage and betrayal and hurt from 5 years ago that was still so 
raw and present for her. When she noted that fact, David felt as if his values, 
religion and church—indeed, his entire being—were being attacked. 

I presented this dynamic during the feedback session. Once they under- 
stood and at least partially agreed with my conceptualization of their dynamic, 
I spent some time educating them about the difference between time-outs and 
withdrawal. I clarified that, in and of itself, a time-out can be highly adap- 
tive; however, its usefulness “depends on what happens after the time-out.” In 
this case, what occurred after the time-out was not adaptive because they never 
“came back together” to finish the discussion in a productive way. I suggested 
that they continue to use these time-outs for now and then revisit the discus- 
sions in session with me, so that I could guide the conversations and keep them 
calm and productive. I also indicated that I would teach them some commu- 
nication strategies to facilitate such calm discussions. Finally, we agreed to put 
letter-writing on hold temporarily because, “whether it is a good or bad idea, it 
is clearly not working for the two of you right now. Let’s shelve it temporarily, 
try some other things for a few weeks, and see how it goes.” David agreed to this 
plan. Julia also agreed to let David withdraw from the conflict and wait until 
their next therapy session to discuss it. In summary, I was beginning to suggest 
a different conceptualization of their conflict and their behaviors, and “shake up” 
their automatic interactional patterns. 


Early Issues in Formation of the Therapeutic Alliance 


There were no major difficulties in developing a therapeutic alliance with the 
couple early on, fortunately. However, I did have several concerns about forming 
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such an alliance with them and, in particular, with David. For one, religion and 
spirituality were central to his identity, his values, and the way he lived his life. 
Once we began the treatment phase, it quickly became clear that David viewed 
the daily conflicts as unimportant and the issue of Julia’s soul and relationship 
with God as the “true” problem. On one hand, this conceptualization was con- 
sistent with an IBCT framework: the events that trigger conflict on a daily basis 
are not the targets of change. Rather, the underlying themes and dynamics that 
are consistent across these conflicts are the targets of change. For David, the 
common theme underlying these arguments was that Julia was fundamentally a 
“weak” person, that she did not have good values, and that she did not conduct 
herself on a day-to-day basis in line with someone who had “good” values (e.g., 
allowing the children to watch noneducational cartoons and to ingest sugary 
drinks). On the other hand, talking about religion at the beginning of couple 
therapy did not seem to be a productive approach: it was too loaded an issue to 
broach initially, in my opinion, and Julia refused to talk about it anyway. My 
primary concern was that David would perceive my approach as evidence that 
I was “on Julia’s side” with regard to conceptualizing their relationship prob- 
lems. I handled this potential problem by acknowledging his perspective of what 
the underlying issues truly were, and explaining that I wanted to shelve those 
aspects of the conversations temporarily until the two were better able to calmly 
and productively discuss relatively minor issues (e.g., what to feed the children 
for dinner). However, I promised that we would eventually get to discussions of 
religion in line with his views and presenting problems. 


When one partner in couple therapy continually or repeatedly feels that the thera- 
pist is on the other partner’s side, the likely helpfulness of the therapy is severely 
limited, and even its integrity may be compromised. In the case described in this 
chapter, there was a real danger of this happening (but handled deftly by the 
therapist) in response to the husband's overall rigidity and insistence on adhering 
to very traditional gender roles. 


Question: How can a couple therapist keep (or restore) reasonably bal- 
anced alliances with both couple partners when she or he has 
natural inclinations to favor one over the other, whether based 
on similarity of values or interests, or on one partner’s being 
clearly more cooperative and motivated for change than the 
other partner? 


Related to this concern was David’s interest in my religion. My religion is in 
the minority in my community and distinctly different from the fundamental- 
ist sect of David’s religion. Moreover, although I had never asked her directly, I 
believed that Julia knew my religious identity through the mutual acquaintance 
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who referred them to me for couple therapy. Although David hinted at this ques- 
tion many times (wanting to know my religion), he only asked me directly once, 
during our one individual assessment session. I handled this by processing with 
him why he wanted to know, and what his concerns were (¢.g., that I might not 
respect the importance of religion to his identity; that I might not respect his 
perspective on the underlying source of their marital issues; that I might not be 
willing to incorporate religion and scripture into couple therapy; that I might 
not be a religious or spiritual person, hindering his ability to connect with and 
trust me), and reflecting and validating those concerns. Once I believed that he 
felt sufficiently heard and understood by me, I indicated that I did not think my 
specific religion was relevant but that I did consider myself a spiritual person 
and did want to incorporate his perspective and ways of explaining his perspec- 
tive (e.g., by quoting scripture or quoting the church elders) into our sessions as 
needed. Throughout the therapeutic process, I continued to “check in” with him 
periodically about this issue (whether he felt heard, had concerns about my “tak- 
ing sides,” or wanted religion more fully incorporated into the therapy). Indeed, 
there were times when he asked me to “push” Julia to talk about religion and her 
religious beliefs more, and I supported and tried to facilitate those discussions 
throughout treatment. 

David was also very rule governed; he believed that there were right and 
wrong ways to do things, and he had been strongly reinforced by his family 
and church for following those rules. He also held very traditional gender role 
views. For example, he noted repeatedly that his church specifically stated that 
the man is the head of the household, and that the woman should defer to the 
man on major decisions. He also noted that their wedding vows incorporated 
this perspective of marriage and that Julia took those vows when they married. 
Within an IBCT framework, traditional gender roles are certainly appropriate 
for a couple if both partners hold these views. In this case, Julia did not—at least 
not at the time they presented for therapy. (She may have held those views when 
the couple wed.) I worried how his rule-governed approach to life would affect 
my ability to connect with David, because I had to challenge some of his beliefs 
about the “right” way to have a successful marriage given that those approaches 
were not “working for them” at this point. Getting David on board with this 
reformulation took months, and there were definitely times when I feared that I 
would never be able to shift his perspective—a key step in IBCT toward improv- 
ing empathy, intimacy, and satisfaction in a marriage. 

Finally, it was difficult to reformulate Julia’s perspective as well, as she was 
extremely defensive. Whenever David expressed what he saw as Julia’s contribu- 
tions to the problems, she became very angry and began verbally attacking him. 
When I attempted to discuss her contributions to their difficulties, she did not 
express anger toward me but did become (calmly) defensive, and would need 


From Impasse to Empathic Acceptance in Behavioral Couple Therapy 79 


to spend several minutes justifying her perspectives and behaviors. Although 
this barrier to the therapeutic alliance (and to therapeutic progress) is extremely 
common in couple therapy, regardless of the approach being used, it took far 
longer (by several months) to overcome this barrier with Julia compared to other 
spouses and couples with whom I have worked. 


THE TREATMENT PHASE OF COUPLE THERAPY 


I have organized the trajectory of couple therapy with Julia and David as com- 
prising four phases, which I will discuss sequentially. 


Phase l: Changing Julia and David’s Dysfunctional Dynamic 
Using Empathic Joining and Behavior Change Techniques 


Julia and David’s presenting problem was conflict resolution and the inability to 
discuss even minor disagreements calmly. I believed that it was critical first to 
get them to be able to express themselves in more vulnerable, less blaming ways, 
and to be able to empathize with each other. Thus the first treatment goal that 
we tackled in therapy was to begin to shift their dysfunctional dynamic. 

From my perspective, and within an IBCT framework, the problem of being 
able to understand and empathize with the other person’s perspective typically 
cannot be solved simply with behavior change techniques such as communication 
and problem-solving training. Thus I mainly implemented empathic joining strate- 
gies. My goal was not to simply get them to paraphrase what their partner 
had said, but rather to capture the underlying emotions and experiences of the 
other person when reflecting what they heard. In line with this goal, another 
aspect of empathic joining techniques that I find extremely useful is having the 
couple talk “through” me. That is, each person expresses his or her side to me 
rather than to the partner, so that I can reflect and validate each side and model 
empathy. This approach requires the couple therapist to play a very active role 
in session, literally directing and controlling the pace and content of the discus- 
sion. As both partners begin to be able to empathize with each other, I move to 
having them talk to each other instead. 

In addition to providing empathic responses (which was clearly not going 
to occur if they spoke to each other directly during this stage of therapy), I had 
several other goals. First, I sought to move each partner from hard to soft emo- 
tions. Specifically, I sought to shift Julia’s anger, blaming, and defensive stance 
to sadness, disappointment, fear, and hurt. I also sought to move David from 
withdrawal and avoidance to engagement in the discussions, and from a place of 
detached judgment to one of anger, sadness, and hurt. Second, I sought to shift 
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their conceptualizations of the relationship problems (partner blaming, patholo- 
gizing the partner rather than focusing on aversive behaviors) to be more in line 
with mine (viewing their problems in terms of their dynamic). Some temporary 
rules were implemented formally, including not writing letters (for David) and 
allowing time-outs, which would entail tolerating waiting to return to a dis- 
agreement until the next therapy session (for Julia). We also agreed to stay on 
current, weekly topics of disagreement for now, staying away from the critical 
incident of the past that they were unable to discuss (Julia leaving the church). 

In many ways, Julia and David behaved like most couples in the early stages 
of couple therapy. For example, although there are four types of discussions used 
to guide sessions, their discussions were almost exclusively focused on recent 
arguments. Both also had tremendous difficulty expressing themselves via soft 
rather than hard emotions. Julia tended to express herself in an angry, attack- 
ing, blaming way, and David tended to come across as judgmental and rigid in 
his thinking. Both had difficulty focusing on their own thoughts and feelings, 
instead focusing on the other person’s problematic views or behaviors. Both were 
defensive, resulting in the need to speak for long stretches of time, because they 
felt the need to justify their sides of the argument. Both also had tremendous 
difficulty focusing on expressing themselves rather than offering problem solu- 
tions during their discussions. Each week, I reiterated why these approaches 
were problematic and reminded them that they had been using these strategies 
unsuccessfully for years. Usually, these reminders got them “on board,” at least 
temporarily. 

Not surprisingly, each also had tremendous difficulty empathizing with the 
other’s side of things. Even when their partner expressed his or her own views 
in less blaming, more vulnerable ways, both had difficulty presenting the other 
person’s perspective without injecting their own responses. Efforts largely con- 
sisted of repeating what the other person said rather than capturing the spirit 
of the message or the underlying emotions. I repeatedly noted the difference 
between capturing the other person’s perspective and agreeing with it, which I 
saw as their major barrier to building empathy for each other. 

In my experience, it typically takes about five or six sessions until a cou- 
ple embraces a new formulation of their relationship problems and successfully 
employs the empathic joining techniques—expressing oneself using soft rather 
than hard emotions and being able to truly empathize with each other. However, 
it took about 13 sessions over 4 months with Julia and David, and I often began 
to worry about my effectiveness as a couple therapist. Eventually, this shift did 
begin to happen, and they were better able to discuss recent negative events in 
session more calmly and productively. However, although the degree of negativ- 
ity and conflict declined, they were not truly more empathic toward each other. 
Thus we moved to the next phase of treatment. 
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Phase 2: Using Empathic Joining and Unified Detachment 
Techniques to Reduce Conflict and Facilitate 
Conceptual Reformulation 


My goal in Phase 2 was to begin to move from simply discussing topics of dis- 
agreement in a more productive way to helping the couple link these myriad 
areas of disagreement to underlying themes. Moreover, even though both Julia 
and David were beginning to discuss their disagreements more calmly, they 
were still defending their own sides and paraphrasing more than experiencing 
genuine empathy for each other. 


Therapy with couples can understandably become very discouraging and feel not 
very personally or professionally rewarding for the therapist when session after ses- 
sion feels bogged down in isolated details, with little apparent thematic coherence. 
This sometimes occurs during what has been referred to as the “muck and mire” 
of the long middle phase of therapy. 


Question: How do (or could) you deal with such discouragement? Do you 
focus on changing some aspect of the couple’s interaction? Do 
you try to examine your own possible personal contribution to 
such an impasse? 


Thus I began to encourage discussions of underlying themes and issues 
(links to past critical events, issues of respect and acceptance) rather than rehash- 
ing recent conflicts, and to gently push them to discuss deeper issues from the 
beginnings of sessions rather than trying to simply guide them there based on 
their weekly discussions of recent disagreements. 


Relatedly, and a bit more broadly, some people in psychotherapy just do not 
have a lot of the personal attributes that could help them be more responsive to, 
and likely to benefit from, therapy, for example, being what used to be called a 
“YAVIS” patient: young, articulate, verbal, insightful, and successful. 


Question: Do you work differently with “YAVIS” versus “non-YAVIS” 
patients? What do you do differently when one couple partner 
is clearly more “YAVIS”-ish than the other? 


David progressed beautifully during this phase of treatment. Throughout 
Phase 1, he had been skeptical of the approach, as he felt that it was the deeper 
issues (e.g., religion, values) that needed to be discussed rather than daily con- 
flicts. Thus he was far more engaged and willing to challenge his own perspec- 
tive (and let me challenge his perspective) now that we were focusing on these 
deeper issues. In addition, David had always had difficulty “thinking on his 
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feet.” For example he was never able to answer a question or “think out loud” 
when I suggested a new idea in session. However, when given the opportunity 
to consider the question over the coming week and to respond in a subsequent 
session, he was often better able to engage in the next session and would typi- 
cally come in with some new perspectives or insights for us to work with. Thus 
I believe that the shift to these underlying issues in Phase 2 was a better fit for 
David’s cognitive style because we were focusing on the same topics over mul- 
tiple sessions; he knew what to expect (in terms of content) from one session to 
the next, and he could formulate his thoughts in between sessions and come in 
better prepared to articulate his thoughts. 

As a result, David began to spontaneously offer more vulnerable aspects 
of his perspectives on various issues, and to generally move from hard (judg- 
ment, anger) to soft (anxiety, sadness, feelings of rejection) emotions in session. 
For example he shared that he felt as if Julia and their daughters labeled him 
negatively, that he had difficulty connecting with their oldest daughter and that 
he had difficulty balancing family time with work, and balancing play time 
with “teaching the children about ethics, morals, responsibility, spirituality, 
the church, working on school lessons, and getting them to do chores.” Indeed, 
David spontaneously identified all of these issues as ones he needed to work on 
and began generating small behavior changes each week that he could imple- 
ment in an effort to begin to “work on” these issues. For example he began 
blocking out time and making plans with his daughters to do “fun, playtime” 
activities each week. 

In contrast, Julia continued to be defensive of her own side of things and 
judgmental of David despite his efforts. For example during one session, David 
listed several attempts he had made in the previous week to interact with the 
girls in a playful way. He also agreed (with me) to continue these efforts for 
another week or two in order to continue to improve his relationships with the 
girls before bringing in more “teaching time” with them. Julia did reinforce 
David for these efforts; however, she also scolded him for reading stories from 
the Bible to their youngest daughter Jill rather than reading books that she (Jill) 
chose. David responded to that piece of Julia’s statement and began defending 
himself. I interrupted and pointed out this dynamic. That is, Julia’s “praise” 
continued to include a corrective/pedagogical element to it, which was her chief 
complaint about how David communicated with her. Moreover, although Julia 
both praised David and noted aspects of his efforts that needed improvement, 
David focused on the negative aspect of Julia’s comments. We spoke for a few 
minutes about their continued tendency to critique the other when interacting 
and to be highly sensitive and hypervigilant to criticism from the other. 

Over time, Julia began to “catch herself” more and more when she began to 
criticize David. She also began spontaneously identifying small behavior changes 
she could make each week to improve their relationship, began implementing 
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them, and began noticing their “payoffs.” Unfortunately, David was still not 
adept at recognizing Julia’s efforts. Moreover, an interesting and unexpected pat- 
tern emerged. Julia began to bring in examples of David’s efforts each week and 
to thank him for those efforts. Although I praised her for these changes, David 
repeatedly became defensive toward Julia, stating that he had always engaged in 
these behaviors, that they were not new, and that the fact that she was pointing 
them out now suggested that she had not been giving him credit all of these 
years for his efforts. I interrupted this dynamic each week when it began and 
attempted to keep them in the present with regard to this issue (e.g., things are 
changing in a positive way now). 

Despite these challenges, the degree of conflict decreased markedly, their 
dynamic with regard to daily events became far more productive, and they both 
became extremely mindful of their own efforts toward improving the relation- 
ship and toward speaking to each other in positive, adaptive ways. Thus with 
regard to the present, day-to-day interactions, they were successfully and spon- 
taneously implementing behavior exchange and communication training tech- 
niques. Moreover, although minor disagreements continued to arise almost daily, 
they were successfully using empathic joining and unified detachment tech- 
niques to deal with them. 


Phase 3: Facing the Critical Marital Event 


Despite these improvements in their daily interactions, the critical marital event 
was still not being discussed—Julia’s decision to leave the church. David contin- 
ued to believe that this event was at the root of most of their “surface” problems 
(a view with which I agreed), and that he could not feel close to Julia until this 
issue was addressed. I agreed that it was time to talk about the events and issues 
surrounding Julia’s decision to leave the church. Until that point, I had encour- 
aged David to “shelve” those issues until they were able to talk about relatively 
benign disagreements more productively. Now they had achieved that goal. 
Unfortunately, up until that point, Julia had refused to talk about these issues 
and would completely shut down if they were broached in session. I felt that it 
was time to encourage Julia to talk about these very real issues that needed to be 
processed if they were going to have an emotional connection again. 

Initially, Julia was still adamantly against talking about these events, 
although she repeatedly said that she “would if {I} thought {they} should.” We 
spent two or three sessions talking about each person’s fears of discussing these 
issues. We then moved into discussions of exactly how things had unfolded 
between them 5 years ago, each person’s narrative of what happened, and what 
each person said or did that was particularly hurtful and hard to forgive. We also 
set the ground rule that they would not talk about this outside of session and, in 
return, Julia would agree to allow us to focus on this in session each week. 
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Although both Julia and David expressed intense anger, I was able to move 
them to soft emotions fairly easily within a given session. Both cried quite a bit 
and were clearly in pain when describing how they each felt brutally betrayed 
and completely rejected by the other during that time. I continued to have them 
speak to me rather than to each other most of the time, given the emotional 
intensity of the conversations. Several sessions were fairly one-sided, which in 
and of itself is rather unusual within IBCT. For example, we spent one session 
having Julia tell her story, and I would empathize and validate, asking David to 
be relatively quiet. I would acknowledge that I knew that David did not agree 
with her narrative, yet I encouraged him to try to “see her pain” and her perspec- 
tive and communicate that understanding at the end of the session, even though 
it was dramatically different from his perspective. We then spent the next ses- 
sion the same way, but focusing on David’s narrative and pain. 

Once these narratives were complete and both partners had shared their 
intense vulnerability and pain, it seemed as if real progress had been made. Both 
Julia and David were truly “surprised” by what they learned about the other’s 
pain and perspective. Each seemed to have felt heard by the other, were able to 
let go of a lot of their anger by talking through these events, and had increased 
and spontaneously expressed empathy for the other. 

We then moved to a discussion of religiosity, spirituality, and values. As 
noted earlier, David had long believed that Julia was no longer a spiritual or 
religious person, that she had rejected all of the tenets of the church, and that she 
likely no longer had a relationship with God. In turn, Julia viewed herself as very 
spiritual and religious but that she was on a “journey to find her own spiritual 
path.” We had several sessions in which they would choose a specific aspect of 
this issue. For example David had many specific questions for Julia, and we would 
choose one each week for them to discuss (e.g., whether she believed in God). 

I continued to be actively engaged in these discussions. Although they were 
now speaking directly to each other rather than through me, I would redirect 
David when he began “educating” Julia about religion and the Bible, so that he 
continued to focus on expressing his religious beliefs or asking Julia follow-up 
questions to better understand her beliefs. I also continued to encourage Julia to 
engage in these conversations and to share her beliefs despite her anxiety about 
how David would respond. 

After four or five sessions focused on religion, Julia stated that she felt as if 
their values were actually quite similar (as did I). However, David’s perspective 
did not seem to shift as a result of these discussions, and he expressed significant 
distress about Julia’s views. When I probed further, he admitted that he still 
believed that they had different value systems and thus had no foundation upon 
which to rebuild their marriage. Thus I chose to do something that is not part of 
IBCT, and that I normally would not do: I met individually with each of them. I 
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felt that this was necessary because they had gotten so good at monitoring their 
own language that they were not saying things that needed to be said in order 
to move forward in therapy. We had a long discussion about the ground rules 
of having individual sessions (e.g., if either partner discloses something critical 
to the marriage, such as infidelity or wanting a divorce, that information would 
need to be disclosed in a subsequent conjoint session), and about their comfort 
with this suggestion. Both seemed extremely comfortable with the idea of meet- 
ing individually with me. 

During my individual session with David, he stated that he continued to see 
Julia as a weak person with weak values, someone lacking spirituality, a selfish 
person, and a person who was not religious and had little to no relationship with 
God. During my individual session with Julia, she noted that she believed that 
David was too rigid in his religious views, that his views were based on church 
elders’ advice, and that he lacked the ability to identify his views and “choose 
his own path.” I had my own take on the situation: David’s goal was for Julia to 
return to the church, and Julia’s goal was for David to leave the church. I pre- 
sented my suspicions during their respective individual sessions. David acknowl- 
edged that this was his underlying goal, although I genuinely believe that he 
did not quite realize it until that moment. Julia said that that solution would 
be ideal, but that she would also be pleased with other solutions, including an 
openness from David to other religions and forms of spirituality, and for him to 
be accepting and supportive of her “spiritual journey.” 

In our next conjoint session, I helped each person summarize their indi- 
vidual sessions with me (in terms of topic and emotion) and then repeated my 
perspective of why they were at an impasse. Although I was nervous about how 
it would go, I said the following: “Julia is never going to return to the church, 
and David is never going to leave the church. If that is your goal by having these 
discussions, it is not going to happen. I think each of you needs to think about 
whether you can accept that reality, and we can talk about how that feels, but I 
do not think we are going to make any more progress discussing religion if those 
are truly the underlying goals.” I ended that session by asking them to think 
about these issues. 

Because of some work-related events, David was unable to come in for the 
next two sessions (a fact that I was not aware of until after I had presented my 
thoughts on this current impasse with them). The plan was for them to e-mail 
me when they were ready to make their next appointment (once his work activi- 
ties slowed). The third week, with David’s consent, Julia came in for an indi- 
vidual session. She said that she was thinking about leaving David if he did not 
let go of this goal. I empathized with her pain, encouraged her to make sure 
David knew exactly what she was thinking, and encouraged her to speak to her 
individual therapist about this. 
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The following week, David came in for an individual session (with Julia’s 
consent). He knew that Julia was contemplating divorce and said that he had 
stayed away from couple therapy for the past month because he was deciding 
whether he could stay with her if she did not rejoin the church. He said that he 
did not think divorce was an option because of the children and because of his 
religion. However, he recognized that, a month prior, he could not have con- 
ceived of staying with her if she did not return to the church. We processed his 
feelings of loss, disappointment, and anger about being unable to convince Julia 
to rejoin the church. 

The following week, Julia and David returned to conjoint therapy. They had 
decided to stay together. David acknowledged that Julia would not be rejoining 
the church. I noted that he would be dealing with feelings of loss in response to 
this realization for a while. It took several sessions for them to recover from this 
upheaval before they could move on and reengage in therapy. However, over the 
next month or so, they were able to process their feelings of loss and ultimately 
gain acceptance about the situation. In the end, it seemed as if the elephant in 
the room was truly gone, and they were reconnecting as a couple in a more hon- 
est, productive way. 


Phase 4: Increasing Intimacy, Satisfaction, and the “Positives” 
in the Relationship 


At this point, Julia and David had virtually eliminated their dysfunctional 
dynamic and rarely had destructive conflicts. When conflicts did arise, they were 
typically able to spontaneously discuss them using either unified detachment or 
empathic joining techniques on their own. They rarely reacted defensively when 
the other expressed an opinion; however, when that did happen, the one that 
expressed the opinion tended to recognize that it was taken as hurtful and would 
address it immediately to prevent a conflict or hurt feelings. When they did slip 
back into their old dynamic (which was rare), they were able to stop it very early 
on, take a break, and later apologize to each other for anything that was said or 
done. They were treating each other with respect, were able to empathize with 
each other’s perspectives, and were able to work together as a team around the 
house and with their children. Thus the main presenting problems had been 
successfully addressed. 

Although Julia and David were “working as a team” and no longer had 
conflicts as they once had, I would not have characterized them as having a close, 
loving relationship. They were still not sexually intimate, struggled to be emo- 
tionally vulnerable in front of each other, were not physically affectionate, and 
did not seem to have a close friendship or romantic connection. I shared these 
observations with them and asked whether these changes were goals of theirs for 
couple therapy. David had been clear all along that this was the type of marriage 
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that he would like, whereas Julia seemed more ambivalent. Although she said 
that she did want that type of relationship ideally, she did not seem convinced 
that they could ever have that type of relationship again. Moreover, when asked 
in an open-ended way what remaining goals they had, David indicated that he 
wanted an emotionally close relationship, whereas Julia talked mainly about 
an effective coparenting relationship and about “getting more help around the 
house.” Both acknowledged that friendship, emotional intimacy, and physical 
intimacy existed early in their relationship. 

We began this phase of couple therapy focusing on increasing their time 
spent together as a couple. Up to that point, their time together had focused 
almost exclusively on their daughters or on household chores. Moreover, their 
conversations were almost exclusively task-oriented (household chores, child 
care, coordinating schedules). The goal was to block out 2 hours per week to 
meet for coffee or to take a walk and just talk about nonmarital issues (e.g., talk- 
ing about their days at work, hobbies, passions, friends). David made more of an 
effort than Julia to block out time initially, so we began identifying those time 
blocks for each upcoming week at the end of each session in order to facilitate 
follow-through. 

After this regular couple time became the norm, we added in weekly to 
biweekly “emotionally vulnerable” discussions. For David, this included shar- 
ing his experiences after returning from church on Sunday, or about thought- 
provoking readings from the Bible. For Julia, this included sharing information 
about her friends or about her job. First, Julia and David engaged in these dis- 
cussions in session, as Julia felt that it was a “safer environment” emotionally. 
After each had initiated a vulnerable discussion in session, they began engaging 
in these discussions on their own. Again, Julia was less proactive about this 
process, but she did follow through. Both reported that these conversations led 
not only to surprising responses from each other (positive interest, appreciation 
of the other's interests) but also greater emotional closeness. 

They also worked on continuing to do nice things for each other, to listen 
to each other rather than offer unsolicited opinions (about their own jobs and 
friends), and to recognize each other’s efforts. I taught them some ways to produc- 
tively solicit and provide support to each other as well. They also began spending 
more time with other couples—both David's friends and Julia’s friends—at least 
once per month, in order to increase positive couple activities and to build more 
of a social network. Julia also began working on strengthening her own friend- 
ships as a method of self-care. 

Iam currently completing my work with Julia and David. At present, they 
function well as a team, and their sense of themselves as friends and partners 
continues to improve. Moreover, their emotional and physical intimacy also con- 
tinues to improve, and I am confident that in a very short time they will have the 
intimate, satisfying, rewarding relationship they both desire and deserve. 
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CONCLUSION 


The case study that we have presented with Julia and David does not represent 
a clean, “textbook” representation of how to implement IBCT in practice. The 
treatment phase lasted far longer than a typical IBCT case would last (which is 
20 to 25 therapy sessions). Several individual therapy sessions were conducted 
with each partner during the treatment phase, albeit with many discussions with 
both partners before doing so. One could even argue that the work conducted 
in Phase 3 of treatment (facing the critical marital events) was more in line with 
Gordon, Baucom, and Snyder’s couple therapy techniques for treating betray- 
als and hurts in a relationship (Baucom, Snyder, & Gordon, 2009), although 
we would argue that this work was also consistent with IBCT strategies €.g., 
empathic joining) and treatment goals (e.g., promoting empathic acceptance and 
emotional intimacy). 

However, the fact that this case did not represent a classic representation 
of how to implement IBCT in practice is also the very reason why we chose to 
present this case: it afforded us the opportunity to demonstrate some of the 
unique advantages of using IBCT. Unlike some other standardized couple ther- 
apy approaches €.g., traditional behavioral couple therapy), IBCT offers the flex- 
ibility to deal with variations in practice. In particular, the functional analysis 
that was conducted during the assessment phase yielded a conceptualization of 
Julia and David’s relationship difficulties in terms of specific themes and dynam- 
ics. Thus, regardless of the topic that arose in a given session or the current phase 
of treatment, the content could be linked to a specific theme or to their dysfunc- 
tional dynamic. In addition, IBCT provides a variety of therapeutic techniques 
to choose from, which allows for flexibility in the strategies employed over the 
course of treatment while still working within the framework of IBCT. Finally, 
IBCT provides two distinct types of strategies: strategies to promote empathic 
acceptance and strategies to promote behavior change, which often parallels the 
different styles of two members of a couple. Indeed, this two-pronged approach 
mapped onto Julia and David’s individual styles beautifully. Initially, David was 
focused on (Julia’s) behavior change most of the time, whereas Julia was focused 
on “having a dialogue” and increasing acceptance. Of course, these stated treat- 
ment goals fluctuated over the course of therapy, and both had difficulty at times 
engaging in therapy in ways that facilitated achieving these goals. However, 
these different perspectives of what they needed in couple therapy fit beauti- 
fully with the different categories of techniques provided in IBCT. In conclusion, 
IBCT is not only efficacious but also effective, and we believe that this case study 
demonstrates why that is the case. It is our hope that Julia and David’s experi- 
ences exemplify the utility and flexibility of an IBCT approach when applied to 
the often challenging, yet extremely rewarding, enterprise of couple therapy. 
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CHAPTER 5 


Therapy with a Gay Male Couple 
An Unlikely Multisystemic Integration 


DAVID E. GREENAN 


I have spread my dreams under your feet; 
Tread softly because you tread on my dreams. 
— WILLIAM BUTLER YEATS, 

“He Wishes for the Cloths of Heaven” (1899) 


Several years ago, I was working with a gay male couple that had recently 
become binational; that is, one partner lived in Rome and the other in New York 
City. After several sessions in which they had been working on both the strains 
of recently becoming a commuting couple and also on the complementary roles 
they had created of student and teacher, I received a call from the New York 
half of the couple. He wanted to inform me that they would no longer need my 
services; they had decided to break up over the weekend. I was shocked. This was 
a 7-year relationship. Despite my invitation to come in for a session to explore 
or at least honor the monumental significance of their decision, they declined. 
They had made up their minds. The relationship was over. I was left pondering 
how I could create a treatment that honored the potential for intimate relation- 
ships to heal the lives of a minority group denied equal civil rights enjoyed by 
the majority culture as I also addressed other destabilizing influences that buffet 
same-sex couples. 

This chapter describes an integrative model of therapy for gay male couples 
where respect for the self and the other can be fostered in order to create long-term, 
stable relationships. Using structural family therapy (Minuchin, 1974; Minuchin 
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& Fishman, 1981; Minuchin, Nichols, & Lee, 2007) as my main frame, I intro- 
duce principles from both Shambhala mindfulness practice (Trungpa, 1991) and 
accelerated experiential dynamic psychotherapy (Fosha, 2000) to create a more 
complex schema and reparative experience for the gay couple. Techniques are 
presented from these three approaches that guide both the therapist and gay 
couple in how to “tread softly” and still create the necessary conditions for the 
restructuring of the couple’s relationship. 

The two issues that are idiosyncratic in working with gay male couples are 
the interactive effects of gender acculturation combined with the integration 
of each man’s gay identity. These two variables impact on a gay male couple’s 
ability to create a stable relationship (Greenan & Tunnell, 2003). Here I am 
discussing primarily gay male North American couples, where the stereotype 
continues to exist that men, regardless of sexual orientation, are to be strong and 
independent and to display “no sissy stuff” (Isay, 1989). Given this cultural con- 
ditioning, which occurs long before a gay man begins to explore and integrate 
his gay identity (Cass, 1979), gender acculturation, what it means to be a man in 
our culture, and how those beliefs inform man-to-man intimacy, become exac- 
erbated when two gay men are in an intimate relationship. 

All long-term couples struggle with the universal tasks of creating an 
identity and accommodating each other’s needs to maintain stable relationships 
(Simon, 2008; Nichols & Minuchin, 1999). Gay male couples are additionally 
challenged as they work to create an identity in a culture that devalues same- 
sex relationships. Recent polls and popular literature reflect that the majority 
of gay men are interested in establishing long-term monogamous relationships 
(Denizet-Lewis, 2008). Male couples, however, are denied the federal benefits 
and legal stability that a civil marriage can potentially provide (Defense of Mar- 
riage Act, 1996). 

Given histories of trauma where the perpetrators are often other men, they 
fear the vulnerability that intimate relationships evoke. This lack of societal sup- 
port and the impact of heterosexism on same-sex couples places male couples at 
risk of unnecessarily dissolving their relationships. 

In addition to the everyday struggles that all couples struggle with to cre- 
ate stable relationships, and idiosyncratic to gay male couples, is the history of 
trauma that gay men bring into their adult male intimate relationships (Greenan 
& Tunnell, 2003). Gay men experience a fear of dependency and an avoidance 
of conflict that is a result of earlier trauma related to their coming-out process. 
Male father figures and male peers are often the perpetrators of this aggression 
that results in the shaming and isolation of the gay boy. Later in life, out of fear 
of conflict, gay men shy away from areas of relationships that require negotia- 
tion and avoid repetitions of earlier experiences of male rejection or shame for 
expressing desires for closeness with another man. Acutely sensitive to signs of 
rejection, gay men in coupled relationships often misinterpret any disagreement 
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as a symptom that the relationship is doomed. Consequently, many avoid dis- 
agreements. Paradoxically, as family therapists, we know the reverse is true, that 
the avoidance of disagreement results in distancing and increased fears of isola- 
tion and loneliness. Gay male couples in this predicament may open up their 
relationship to multiple sexual partners in an attempt to address unmet needs or 
to dilute tension. This maneuver, unless carefully regulated, often results in the 
dilution of couple intimacy and destabilizes their relationship. 

As an expansion of the structural family therapy model, I make time in 
middle stages of treatment with a gay couple to explore each man’s experience 
with male role models and the couple’s beliefs about how men are supposed to 
behave with one another. In addition, and of equal importance, is each man’s 
experience of integrating his gay identity into his life. Regardless of the laws 
of any state, federal laws still discriminate against gay people. These heterosex- 
ist biases continue to inform and shape our cultural attitudes toward same-sex 
couples. No gay person can develop in this culture without some experience 
of trauma related specifically to his or her sexual orientation. These traumas 
influence how safe each man will feel to trust and be intimate with another 
man. Family therapists must make space in couple treatment to explore in depth 
each man’s experience of gender and gay identity development in order for sys- 
temic treatment to be a reparative, healing, and empowering experience for the 
couple. 

This chapter explores how, given these challenges, we can create a safe place, 
a “sacred space” (Page, 2009), for gay male couples to explore new collaborative 
ways of relating that encourages and normalizes both male interdependency and 
the necessity of compassion for the self and the other as a reparative path to cre- 
ating intimate, stable relationships. 

Structural family therapy (SFT) is the template for this model of couple’s 
treatment (Simon, 2008) as the therapeutic interventions initially focus on the 
system that a couple has co-constructed. My initial message to the couple is that 
both partners have contributed to the construction of their relationship and both 
have strengths, however dormant they may be, that if activated could create a 
more satisfying relationship. For gay men, this focus on the inherent strengths 
of their relationship, combined with the therapist’s normalization of relational 
interdependency, offers hope and introduces novelty into a gay couple’s system 
(Greenan & Tunnell, 2003; Tunnell & Greenan, 2004). 

What is novel about this multisystemic integrative approach is the introduc- 
tion of Shambhala mindfulness practice with accelerated experiential dynamic 
psychotherapy (AEDP) techniques into the SFT model. Though I have found 
that the traditional short-term model of SFT with its focus on the “here-and- 
now” couple interactions helpful for male couples, gay male couples also benefit 
from a more complex in-depth treatment. Gay male couples’ relationships, and 
many heterosexual couples’, benefit from a treatment that incorporates methods 
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of mindfulness practice and AEDP. The integration of these two approaches 
encourages the system to become more aware of the individual’s defensive behav- 
iors as the couple is encouraged to experience each other’s vulnerability. 

These three approaches share important characteristics: the necessity of 
focusing on the “here and now”; the belief in the inherent and underutilized 
strengths of all participants; and the profound possibility for healing that occurs 
when we have the courage to reveal our authentic selves. 

The ultimate goal of this multisystemic integrative approach is to create an 
opportunity that celebrates and honors same-sex relationships and creates stable, 
fulfilling lives for gay couples as each partner develops empathy for himself and 
compassion for the other while simultaneously healing both past and current 
traumas. 


THE CASE OF MATT AND ROBERTO 


Matt and Roberto had been a couple for 7 years when they came in for treatment 
one cold snowy February morning. Although 7 years into their relationship, 
they were still struggling with some of the early tasks and challenges of being 
a long-term committed couple. They were out to both of their families, and 
they reported their families as being supportive of their relationship. Given this 
support, I wondered what it meant about their relationship, and possible issues 
around dependency, that they had never expressed any desire for a commitment 
ceremony. 

A biracial couple, Roberto was of mixed black and Latino descent. He was 
very warm and expressive, and his emotions were easy to read. His partner, 
Matt, was a southern WASP. He was much more formal and more difficult for 
me to connect with. Although Roberto was the more talkative of the two, both 
men were somewhat tentative when I asked what brought them into treatment. 
Finally, Roberto spoke and said he was “fed up” with the relationship. They 
hadn't had sexual intimacy in months, and he was ready to leave the relation- 
ship because of Matt’s neglect of him. On the other hand, when I asked Matt 
a similar question about his goals for treatment, he politely said, “Get Roberto 
more relaxed!” 

When I asked Matt to be more specific, he talked about the stresses of start- 
ing up a new business and Roberto’s failure to be more understanding about his 
being preoccupied. Matt was aloof and businesslike in his interactions with me. 
I found him difficult to engage with and wondered to myself whether Roberto 
struggled with a similar dynamic. I made a mental note on this distancing 
by Matt and would explore later his experiences with male authority figures. 
Because Roberto felt less prickly and easier to engage, I chose first to explore 
his reasons for coming to couple therapy. As in work with other marginalized 
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populations (Boyd-Franklin, 2003), joining with same-sex couples is a longer 
process, because the same-sex couple tests the therapeutic environment for any 
hints of heterosexist bias. 

Instead of talking about his relationship, though, Roberto chose to talk 
about his earlier developmental history. He was dramatic and expressive as he 
engaged me in his early experiences. He had grown up in New York City, his 
parents having immigrated to the United States from Colombia when he was 
a child. Having grown up in a predominantly white neighborhood, he related 
stories of being harassed as a child both for his racial identity and for his atypical 
boy’s behavior (being labeled a faggot by male peers). Like many boys who know 
they are gay early in life, Roberto chose to play with girls rather than engage in 
“rough-and-tumble” play, to avoid being taunted by his male peers. Although 
I refocused Roberto on their history as a couple, I sensed that I would need to 
return later to these experiences and the impact they may have had on his ability 
to be intimate with Matt. 

Roberto’s focus on his individual history required that I refocus the session. 
As I join with a couple, I initially want to primarily target the history of their 
relationship. I ask questions that elicit information about how they met, what 
attracted them to each other, what was it like for each of them during their early 
courtship. I also explore whether they have other couples and family who honor 
their relationship. In this early stage of joining, I want to communicate to the 
couple that treatment will initially focus on their relationship as the resource for 
addressing their presenting problem. The message is that the relationship will 
be the primary resource for healing their relationship. In this way, I adhere to the 
SFT model because I believe it communicates to the gay couple a novel message, 
one of interdependency—your relationship is valuable and has the potential to 
enrich your lives. 

It was challenging to get the couple to focus on their strengths and their 
earlier period of courtship. Roberto was vocal in his list of complaints about 
Matt. Early in this first session, he repeatedly said that he was fed up with the 
relationship and threatened that he was thinking about ending it. He felt he 
was pulling more than his fair share of weight in the maintenance of their rela- 
tionship. To listen to Roberto, Matt was clearly the identified patient and the 
problem that I was being hired to fix. As he continued his litany of grievances, 
Roberto complained that Matt had become too involved with his new business 
and was financially neglectful in contributing his half of the expenses for their 
home. I wondered aloud how it was that they had negotiated that each man pay 
“half” of their expenses versus pooling their resources. 

Predictably, this message was novel for Roberto and Matt. As I questioned 
their financial separateness, I was simultaneously attempting to introduce the 
possibility of male-to-male closeness and interdependency that could create 
greater relational satisfaction. 
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Ignoring me, Matt maintained a stony silence as Roberto continued on his 
chosen theme. I noticed from his intake that Matt had never been in psycho- 
therapy, and he clearly appeared uncomfortable with Roberto’s willingness to air 
grievances. His avoidance of conflict seemed evident as he literally sank down 
in his chair. Fair and slight of build, he seemed to almost disappear in the wing 
chair he had chosen, opposite and distant from Roberto. His body language 
couldn't have been more different from Roberto’s gregarious blustering presenta- 
tion of himself. 

I next decided to query Matt about why he had come to therapy; he too 
chose to talk about his childhood in which, unlike Roberto’s, he had access to all 
of the privileges of being born middle class and white in this country. He made 
a fleeting reference to his father’s alcoholism. His father had a successful career 
in a white-glove law firm. Matt was equally sketchy in details about his mother, 
saying she was preoccupied with his father’s drinking and womanizing. Avoid- 
ing any areas of conflict between himself and Roberto as a couple, he stated that 
his purpose in coming to treatment was to make Roberto happy. 

As I continued to join with Matt and Roberto, it appeared to me that, as is 
not uncommon with any couple coming in for treatment, both men were avoidant 
of one another. Conflict can be frightening for all couples but is particularly chal- 
lenging for two men who may have few or no role models for how to compromise 
and be compassionate with another man. Many family and couple therapists have 
written about the necessity of diminishing conflict between partners so that each 
partner can begin to develop compassion for the other. Scheinkman and Fish- 
bane (2004) have written about “the vulnerability cycle” as a way of creating the 
necessary conditions for couples to heal. Johnson (2004) uses “softening” as a way 
of disassembling individual defensive behaviors that separate couples. Minuchin 
has articulated this need in his “valance phase” of the SFT assessment model in 
which he explores each adult’s formative relationships to ascertain how they were 
prepared to take up their current role (Minuchin et al., 2007). 

Although an absence of negative interactions, with a tendency to reinforce 
positive traits, can be a strength for a couple (Gottman & Silver, 2004), Matt’s 
behavior was not having any positive effect. He was clearly avoiding Roberto’s 
complaints. If anything, Matt’s silence only increased Roberto’s anger, expressed 
as a low-grade disdain for Matt. And Roberto’s threats to end the relationship 
were destabilizing their relationship. I generally see threats of divorce or sepa- 
ration as power plays in relationships, meant to express a partner's feelings of 
impotence. 

As I often do in this early stage of treatment, I was aware that I was holding 
the hope for Roberto and Matt’s relationship. Many gay couples tend to sepa- 
rate when the inevitable tough times occur, and there are few societal supports 
to help gay men hold the course through these periods. If anything, the mes- 
sage from society is that their relationship lacks significance and, perhaps more 
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damaging, that gay men are incapable of stable commitments. In early stages of 
treatment I find that I, as the family therapist, often provide the necessary sup- 
port for the couple to stay the course. 

To help Roberto and Matt create the stability that would be necessary to 
explore and restructure their relationship, I asked them whether they would 
be willing to set aside all threats of separation. I reassured them that separa- 
tion could always be an option but that right now we needed to explore their 
strengths that might preserve their relationship. As I do for all couples, I wanted 
to instill hope, and I used the analogy of cleaning a wound—it would hurt 
before the wound could heal. I explained that for them to feel safe to do this 
work they would need the reassurance that they would not self-destruct as the 
process began. 

I then wondered aloud whether Roberto’s threat was some kind of flight 
response to his feeling helpless to more effectively engage Matt. Both men looked 
startled as I made this interpersonal intervention, labeling Roberto’s threat as an 
interdependent rather than linear phenomenon. 

Roberto agreed to discontinue the use of that threat. Reinforcing his con- 
ciliation, I said that together we would explore less destructive ways to negotiate 
their different styles. Matt’s shoulders, previously up around his ears, noticeably 
relaxed. Although lowering the affect, I was also reassuring both of the men that 
the sessions would have both structure and safety. 


There are probably two main predictors of early dropout from couple therapy. The 
first is one partner’s strong sense that s/he is not being “heard” well enough by 
the therapist and that the therapist, therefore, seems to be taking the “side” of 
the other partner. The second predictor is an insufficient level of therapist activity, 
especially around providing adequate structuring of the experience so that it feels 
safe to both partners. 


Question: Greenan worked here to ensure adequate structure and safety 
by “lowering the affect.” How else might you try to enhance the 
structure and safety of early couple sessions? 


My experience of Roberto and Matt was that they were struggling with 
several of the universal tasks of being a couple (Nichols & Minuchin, 1999). 
I conceptualized my job at this stage of treatment, besides continuing to join 
with them, to be to slow them down and to normalize their struggles. Once the 
couple had agreed to set aside threats of separation, I felt freer to explore where 
they might be caught in how to create a more loving relationship. In some ways, 
not unusual for male couples, after 7 years they still were living parallel lives. 
Each man was an island unto himself, refusing to acknowledge the need that 
one had for the other. 
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I could hear the separateness of their lives in how Roberto talked about 
their finances. Gay men in long-term relationships often keep separate finances 
as a way to maintain independence. I become very curious when any couple has 
trouble negotiating financial issues, as it is often a metaphor for fears of depen- 
dency. Roberto’s use of “I” language when he voiced worries about their financial 
stability was a signal to me that they might be caught in male gender roles of 
prioritizing independence. Although a successful writer/actor, Roberto struggled 
with the plight of many artists: not knowing where his next job or dollar would 
come from. However, as he expressed his anxiety, his language never communi- 
cated that this financial insecurity could be a “we” problem. 

Although a metaphor for their dilemma as a couple existed in their finan- 
cial struggles, I made a choice to stay “on task” and continued to explore their 
early history. I said we would return to these important issues but that I would 
first like to know more about them as a couple: “How did you meet, and what 
initially attracted you to each other?” I could rationalize this move by say- 
ing that it was the first session and I needed more history and joining but, in 
hindsight, I suspect that I was inducted into their system and was myself avoid- 
ing conflict. Although early in treatment, an interpersonal exploration of this 
dynamic would have permitted me to reframe of their presenting problem—to 
expand their linear problem (i.e., Matt as underfunctioner) to one that captured 
their mutual fear of interdependency. My suspicion is that I wanted to feel more 
joined with the couple before I challenged them. I may have also picked up on 
their fragility. 

So I continued to focus on their history. Both men had escaped to Manhat- 
tan soon after college in order to pursue careers and to live in an environment 
where each could feel free to explore his gay identity. Though this was the first 
long-term live-in relationship for either man, each had dated other men during 
their 20s and early 30s. Matt, the more reserved of the two, spoke of the joys of 
sexual liberation that he experienced when he first came to New York. Unknown 
to him, he had seroconverted and became HIV positive during this period of 
time. Although Matt was asymptomatic and had an undetectable viral load, I 
asked how this discordancy had affected their relationship. Both men readily 
said that the impact was negligible and that, upon learning of Matt’s diagnosis, 
they had quickly adjusted with safer sex practices. They seemed anxious to move 
back to the topic of their early dating, and I reluctantly followed. Having worked 
sufficiently with serodiscordant couples, I know that this dynamic inevitably 
challenges a couple's feelings of safety and dependency. And yet with Roberto 
and Matt, I felt I needed to be respectful at this stage of treatment with the 
boundary that they were making. 


Greenan’s acute awareness of the need to “feel more joined with the couple” 
before challenging their relational status quo is a subtle but profoundly impor- 
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tant aspect of therapist—patient alliance building that can be easily slighted, for 
example, in a rush to be “helpful” and pushing for change too quickly. 


Question: Since couple therapy is so often very, very brief by traditional 
standards of therapeutic practice (i.e., with individuals), the 
therapist must be constantly alert to making crucial decisions 
about when to intensify the encounter, whether by trying to 
draw out more affect, blocking very problematic interaction 
patterns, or strategically and temporarily taking one partner’s 
side. In your experience with couples, what seems to have 
influenced you the most about how you make these essential 
decisions that can shift the “tone” of therapy so greatly? 


Both men seemed to relax, for the first time, as we returned to the topic 
of their early courtship, and they talked about their first meeting. I perceived 
this as a good omen for my being able to identify strengths in their relationship 
as therapy progressed. They both laughed as they told how they had each been 
invited to a southern-style picnic in Central Park. Unknown to either of them, 
mutual friends had set them up on this blind date. The men spoke lovingly of 
one another as they reminisced about these early years. They came alive talking 
about their mutual interests in the theater and classical music, and the excite- 
ment they experienced in having found each other. 

They were very social and had created a large network of friends, consisting 
primarily of heterosexual couples. Each of them introduced the other early on 
in their dating to family, and both families approved of and welcomed the other 
man. Their early courting history and their family and community support were 
good prognosticators for them as a couple. Neither the couple nor either man 
seemed isolated in their lives. This, too, bode well for them. Like the African 
proverb that says it takes a village to raise a child, it also takes a village to raise 
a couple. Socially isolated couples are at high risk for destructive behaviors such 
as substance abuse. 

Although neither man spoke of drugs or alcohol use, I explored this issue, 
as I do with all couples. Particularly with marginalized and isolated couples, 
drugs and alcohol are often used to self-medicate depression occurring from the 
alienation and ostracism resulting from discrimination. With gay men at risk 
for low self-esteem due to internalized heterosexism or the pressures in the gay 
male culture to strive for some version of compensatory perfection, screening 
for substance abuse is essential. Matt and Roberto, though not unscathed by 
the negative impact of heterosexism in their coming-out process, reported only 
moderate use of alcohol and no use of drugs, other than Matt’s prophylactic 
antiviral meds. 
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Very early in SFT treatment, if not in the first session (Simon, 2008), the 
therapist needs to set up an enactment, an interpersonal interaction that helps 
to reveal the relational style that historically precludes the couple from resolv- 
ing their presenting problem. The goal is for both the therapist and the couple 
to experience how the presenting problem is not a linear one located in one 
partner but, rather, an interactional dynamic maintained by both partners. 
This zz vivo experience helps to reveal the co-constructed patterns that usually 
consist of complementary behaviors (e.g., distancer—pursuer, overfunctioner— 
underfunctioner, or teacher—student) that preclude the resolution of the pre- 
senting problem. Although only a partial window into how the couple has co- 
constructed their relationship, the therapist’s reframe of the couple’s dynamics 
expands the symptom from one that is held by an individual to an interactional 
pattern that is constructed by the couple. Implied in this reconceptualization of 
their presenting problem is that the couple also has the potential to resolve their 
differences by activating other parts of the self and system. 

I had formed hypotheses about how Matt and Roberto had co-constructed 
their relationship with complementary behaviors (distancer—pursuer and/or 
overfunctioning—underfunctioning being the more obvious ones). I now felt suf- 
ficiently joined to activate further their dance as a couple. I took up the role of 
a director as I set up the enactment. Because stress about money seemed to be a 
major issue in their relationship, I asked the men to face each other and discuss 
a particular financial issue that they were concerned about. 

Roberto immediately took up my invitation as he turned and began to tell 
Matt how irresponsible he was with money. Matt, an entrepreneur, was in the 
early stages of forming an import/export business. Roberto became more and 
more vocal as he explained that his play was going to close and he would no 
longer be financially stable. He said Matt showed no concern about finances and 
was only interested in his new company venture. “Not only don’t you seem con- 
cerned about finances, you spend all of your time at your new office and never do 
anything around the apartment. You leave everything up to me!” Having found 
his voice, Roberto charged with a long list of grievances, leaving no space for 
Matt to respond. “If I didn’t take care of things, nothing would ever get done. 
You think nothing has to be picked up in the apartment!” Matt sank back down 
in his chair, shoulders around his ears again. He appeared to be hoping that he 
could disappear until the storm blew over. 

I interrupted Roberto and teasingly said to him, “If I were Matt I might feel 
like a dump truck had just buried me. Is this how you try to get him involved at 
home?” Without waiting for a response but hoping he would ponder this char- 
acterization, I asked Matt, “Can you respond to Roberto’s financial concerns?” 
Matt seemed hesitant to engage but, after a long pause, responded. “I do pick 
up around the apartment. But that’s also why we hire a cleaning lady; she’s sup- 
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posed to pick up,” he replied. “See,” Roberto said as he turned to recruit me as 
his ally, “he thinks I’m the maid.” It was clear that Roberto was very upset and 
angry. Matt’s attempt to temper his affect only inflamed Roberto further and the 
topic, financial concerns, had not been addressed. 

“Matt,” I asked, “has Roberto ever taught you how to soothe him?” Both 
men looked startled with my discontinuous inquiry. “No, I don’t know what he 
needs. When he goes off like this, I usually just wait for the storm to blow over.” 
I said that this particular strategy appeared not to be working. In what I was later 
to realize was a premature flight to conflict resolution, I asked Matt, “Could you 
move over beside Roberto on the sofa and see if he will let you soothe him?” 

What followed was lovely and not easy for male couples. Matt put his arm 
around Roberto’s shoulders and stroked his back as he spoke reassuringly to him. 
Neither man seemed shy about physical affection, and I wondered about their 
earlier response of “none” when I had asked them about their current levels of 
physical intimacy. Was fear of HIV contagion the issue, or was the lack of physi- 
cal intimacy an artifact of their unresolved fear of dependency issues? But, stay- 
ing with my own flight to health fantasy, I thought, “This may be a one-session 
cure,” as I silently patted myself on the shoulder. However, as the couple was 
soon to teach me, I had put a lid on their conflict by only addressing one half of 
the couple’s dynamic. I had not unbalanced a significant structural dynamic— 
Roberto’s need to take responsibility for his shutting Matt down and the circular 
pattern that contributed to their impasse. 

What is unique about working with gay male couples, and a mistake that I 
made in failing to address this aspect of their relationship, was their exaggerated 
fear of dependency and the conflict that inevitably arises for couples over these 
needs. Gay men, although desirous and capable of intimacy, are often afraid to 
reveal to each other their vulnerability and desire for another man, given earlier 
experiences of shame and trauma perpetrated by male peers and male authority 
figures. More problematic, by only focusing on their co-constructed dynamics 
while potentially restructuring their system, I had not explored any underlying 
trauma that initially led Matt and Roberto to construct parallel lives. Although 
Matt was able to accommodate to Roberto’s desire for more closeness in the ses- 
sion as he sat beside Roberto and held him, I had not addressed their mutual 
fear of closeness. 

However, one thing I’ve learned is that couples keep us honest. In the next 
session, the couple came in, having retreated to their earlier, more familiar roles. 
Once again Roberto was angry, berating Matt for his long work hours and 
neglect of their home. Matt was back in his shell, shut down and emotionally 
withdrawn. 

I attempted to unbalance their pattern. “Each of you act like a couple of 
businessmen negotiating a deal rather than two lovers expressing needs for close- 
ness and emotional support.” My feedback, although accurate as it captured of 
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their dynamics, only fueled their resistance to becoming more compassionate 
with each other. At this point, Matt glared at me and threw up his hands saying, 
“T give up. I can’t give Roberto what he needs.” I asked him to say more. Raising 
his voice for the first time since I had seen them, “I cant give Roberto what he 
needs! He’s depressed and needs to be on medications.” 

At this stage of treatment, when I was struggling to educate the couple to 
their interdependency, this pathological diagnosis was like waving a red flag in 
front of a bull. Although the couple was new to me, I was surprised by Matt’s 
diagnosis and I said so. Believing that context organizes human behavior and 
that we all have underutilized dormant resources that can be activated, I chal- 
lenged Matt’s diagnosis and linear explanation of their problems. “If I had seen 
you try to implement the new behaviors that you were exploring as a couple last 
session, or if I observed symptoms of depression that did not alleviate with this 
new way of relating, I might agree with you. But I haven't seen that. My suspi- 
cion is that I pushed you too quickly last week, and now youre frightened after 
being so vulnerable in here.” 


“Challenging linear explanations of problems” is a very common requirement of 
couple therapists, and yet some couple partners may experience such challenges 
as side-taking or even betraying. 


Question: If you had been in Greenan’s position, worried that an inad- 
equate handling of this pivotal point in the therapy might lead 
to the couple’s not returning, what else might you have done to 
maintain alliances with both partners and yet not be backed off 
from the important reframing of the couple’s central problem 
as an individualistic, linear one to a dyadic, contextual, interac- 
tional one? 


This was an important moment for me in this couple therapy. It was evi- 
dent that neither man had bought my reframe. Matt felt criticized by me and 
alienated from Roberto. Roberto’s abrasive style of asking for help was only driv- 
ing Matt further away. Caught in Matt’s challenge, I spent the rest of the ses- 
sion convincing him that Roberto was not depressed and that both men seemed 
frightened to respond to the other’s needs. Roberto agreed wholeheartedly with 
my reframe, but Matt appeared to retreat further from me. As the session ended, 
I was worried that they might not come back. 


Question: Alternatively, what if you had no doubt that Roberto was clini- 
cally depressed, maybe even that he should be taking antide- 
pressant medication? How could you go about saying that while 
still maintaining a contextual/relational perspective and minimiz- 
ing the couple’s feeling that you were taking sides? 
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Couple Impasse: Deepening Treatment 


When the couple returned for their next session, I decided it might be time to 
focus more on the valance phase of SFT. This is an opportunity for the therapist 
and clients to reflect on how history has influenced their current relational roles. 
After exploring one partner's history, I then explore with the other partner his 
roles in formative relationships, initially focusing on family of origin. The explo- 
ration helps each partner to identify the role he took up in his family of origin, 
and perhaps in other relationships, and to understand how his current role may 
be an extension of his earlier ones. Simultaneously, each partner has an opportu- 
nity to learn more about the other and perhaps develop compassion as he listens 
to the therapist explore his partner’s patterns of behavior. 


This perspective gets at one of the most theoretically central issues in the practice 
of couple therapy. 


Question: What is the essential role of the couple therapist? What is 
the role of his/her relationship with each partner in facilitating 
meaningful change? Is change in couple therapy brought about 
more via the therapist—client (partner) relationship or via the 
client—client (partner—partner) relationship? How can you think 
about this issue of what constitute the main mechanisms of 
change in couple therapy (e.g., perhaps in contrast to individual 
psychotherapy)? 


Identifying their earlier roles in their families of origin, Roberto as provoca- 
teur for the oppressed and Matt as peacemaker for the family, did not unbalance 
their complementary dance. Matt held to his conviction that Roberto’s outbursts 
were indicative of his psychological unsteadiness. Roberto was equally convinced 
that Matt was the irresponsible one, the identified patient. Many couples respond 
with empathy and compassion to the information disclosed during the valance 
phase and no further exploration is required. However, with couples caught in 
rigid, circular behavioral patterns, I find it necessary at this stage to integrate 
aspects of mindfulness practice and then to introduce AEDP methods of ther- 


apy. 


Mindfulness Practice Introduced 


To quiet down the system and each man’s defensiveness, I introduce basic mind- 
fulness practice techniques (Mukpo, 2003). An essential ingredient in all forms 
of Buddhist practice is the emphasis on quieting the mind so that discursive 
thoughts are not controlling the individual. The ultimate goal is to create a cog- 
nitive stillness that then allows the individual the freedom to focus his attention 
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on his heart center and identify his core feelings. This is an essential step in gain- 
ing empathy for the self and eventually compassion for the other. There are many 
ways that mindfulness practice can help individuals achieve this calm state. One 
that I have found to be particularly helpful and more easily taught in the brevity 
of a therapeutic setting is by focusing on the breath (Chodron, 1997). 

Because Roberto was the more emotionally activated of the two and per- 
haps because I felt more joined with him, I decided to initially work with him. 
“Roberto, would it be all right if I worked with you for awhile? Matt, I would 
like you to listen to see if you can better understand where Roberto’s feelings 
may be coming from.” Both men nodded in agreement. 

“Roberto . . . put both feet on the ground, sit comfortably with your hands 
on your knees or lap and take three deep belly breaths . . . just feel your belly 
expand as you take air in and contract as you exhale.” After several deep belly 
breaths, I began to direct Roberto to focus less on his cognitions and to start to 
become aware of the feelings in his body. 

“Now scan your body to see what you're feeling. Are you aware of physical 
sensations in your body?” Roberto nodded his head affirmatively. “What is the 
feeling?” “Anger and frustration,” he said. “Can you locate that feeling in your 
body?” He took a few moments and then said, “It’s in my chest, a tightness.” 
“Could you place your hand where you feel the tightness?” Roberto placed his 
hand over his heart center. 

A note of caution: I need to be gentle but firm in this stage of treatment. 
I am shifting and leading the client into a deeper experiential realm, and some 
clients will find this threatening, or they may resist exposing their vulnerability 
in front of their partner. I must be well joined with the couple in order to do this 
work. I also set clear rules that both partners must agree to. This is especially 
critical with high-conflict couples. Both partners must agree not to use what 
they have learned about the other in any arguments. I prefer to do this work 
with both partners present, as I hope the observing partner will gain insight 
and empathy for the other. However, it’s crucial that each respects the other's 
vulnerability in this process. As the opening quote from Yeats says, “Tread softly 
because you tread on my dreams.” 

Chogyam Trungpa (1991) identifies the seat of wisdom (yeshe) as the heart 
center: “According to the Buddhist tradition, we don’t get new wisdom, nor 
does any foreign element come into our state of mind at all. Rather, it is a ques- 
tion of waking up and shedding covers” (p. 5). This process of uncovering each 
person’s wisdom initially occurs through quieting the discursive chatter with 
mindfulness practice as I transition from the interactional phase of treatment 
into an exploration of each man’s prior experiences of gender acculturation and 
gay identity formation. 

With gay male couples, couple therapy deepens from an exploration of each 
man’s individual history of trauma that occurred while integrating his gay iden- 
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tity. If treatment avoids this depth of work, the tendency is for each man to 
retreat to his own familiar cocoon of safety that is protective but precludes the 
possibility of creating an intimate relationship. Exploring with each man his 
history of coming out and his experiences growing up as a man, and as a gay 
man, helps each to develop compassion for himself and his significant other. 
This work, with very rare exception, is done with both partners present in the 
session. It’s extremely therapeutic for one partner to hear the other’s journey. The 
eventual goal is for each partner to become the healer of himself and the other. 
Although at first I am very active and central as I focus on this material, my 
ultimate goal is for the couple to support and heal each other. 


AEDP Interventions 


Once a man’s central nervous system is calmed, I then use methods adapted from 
AEDP to help each man further identify what he is feeling and to explore what 
core emotions may be activating his defensive behaviors. AEDP interventions help 
each partner to identify reflexive emotions and behavioral patterns that have been 
organized in response to traumas and prior breaches in attachment. By identifying 
these formative events, and in response to the therapist’s creation of a safe environ- 
ment to express these deep core emotions related to these experiences, the individ- 
ual can begin to heal and break out of repetitive patterns of defensive behavior. In 
having one’s partner present during this deep emotional work, each has the oppor- 
tunity to express compassion for the other, resulting in even deeper healing. 

The transition from mindfulness practice to the exploration of core affect 
using AEDP techniques seems seamless. As a student and practitioner of both, I 
often have difficulty distinguishing where one stops and the other begins. What 
is particularly meaningful though for couples in this phase of treatment is the 
opportunity that each man has to explore what unmet emotional needs have 
been awakened in this intimate relationship. This phase of treatment can often 
be highly emotional for both clients and myself as each man identifies his core 
wounds and his unfulfilled dreams for intimacy with another man. 

“What does the tightness feel like?” I gently asked Roberto. At first, 
Roberto once again began a tirade about Matt’s absence in his life. I interrupted 
him and asked him to place his hand once again on his heart center and breathe 
into the area where he experienced this sadness. At first hesitant, Roberto placed 
his hand over his heart and began almost immediately to cry. “I feel all alone. 
It’s like Matt doesn’t care. I work hard all day trying to earn a living for us. He 
comes home and doesn’t even ask how am I doing. I feel like I have to make the 
money and be responsible for the household all by myself.” 

Seeing Matt tense up, I turned to him and instructed Matt to try to listen 
to the needs that Roberto was expressing rather than going with the tendency of 
getting caught in preparing a defensive response. 
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“So, Roberto, you feel sad?” He nodded yes. “You feel all alone? Is this a 
familiar feeling for you?” He nodded yes and began to weep even more deeply. I 
asked when he was first aware of these feelings in his life. 

Roberto first began to talk about the attacks of September 11, 2001, and the 
impact that living near the site of the World Trade Center had had on him. He 
talked movingly about driving by the site each morning on his way to work. He 
and Matt had avoided talking about this horrific event, evidently in an attempt 
to not further upset each other. I looked again at Matt as Roberto spoke. He 
appeared to be frozen by Roberto’s expression of his profound fear and grief from 
the terrorism. 

“The core state is one of deep openness, self-attunement, and other- 
receptivity in which deep therapeutic work can take place” (Fosha, 2000, p. 142). 
The essential reparative healing experience of treatment at this stage depends on 
the therapist’s ability to empathically respond to the client and the client in turn 
to experience his empathy for himself and others. 

By helping Roberto identify these core feelings related to 9/11, I was con- 
scious of modeling empathic behavior for Matt. I find the following questions 
can be useful in eliciting and deepening affect: “When else have you experienced 
these feelings? Do you remember when you first experienced these feelings? Tell 
me about where you were and who was with you.” 

These questions helped Roberto identify the core emotions that he was feel- 
ing about 9/11 but also helped each man understand how these feelings evoked 
earlier memories in Roberto’s life. In uncovering these affects and connecting the 
present to the past, the therapy offered Roberto an opportunity to reclaim and 
begin to heal traumas that were being evoked in the couple’s relationship. 

Congruent with AEDP, and a necessary phase in the couple work that helps 
to further deepen and repair each man’s earlier traumas, is the processing of 
the core affect that has been expressed. I encouraged this reparative work with 
Roberto and Matt by making the individual sharing interpersonal. For instance, 
I asked Matt, “What is it like for you to hear your partner make these emotional 
connections?” I also revealed how deeply moved I was by Roberto’s sharing in 
order to reinforce this work. If the partner speaking has been connected to core 
affect, generally both I and the other partner will resonate with their feeling. In 
this compassionate state, I can then direct the partner who has been the listener 
to turn to his partner and share his responses with him. If, on the other hand, 
the listener is in a defensive feeling state, I will need to do similar work with him 
before I can expect that the couple will make a compassionate connection. 

I asked Roberto whether there had been earlier times in his life when he 
had experienced similar feelings. He immediately went back to his childhood 
and made associations to being terrorized by other boys—both for being a man 
of color and effeminate. He had not excelled in sports but had been drawn to 
the arts. He experienced a double ostracism for being dark skinned and having 
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atypical boy behaviors. When I asked who he shared these hurts with, he said, 
“No one. My parents were both working, trying to put us kids through school, 
to give us a better life.” I reflected on how lonely and scared he must have felt, 
and how angry he must be for having had to bear this alone. 

When I turned to Matt, I could see how uncomfortable he appeared by 
Roberto’s expression of such deep sadness. When I asked him what it was like 
for him to hear Roberto express the sadness and loneliness, he turned white as he 
said, “Anxious.” At this point in the session, it was important for me to do some 
work with Matt. Not only would it be reparative for Roberto if Matt were able 
to express empathy for him, but Matt also had his own defenses that made it 
difficult for him to be emotionally present. His anxiety suggested defensive feel- 
ings in response to Roberto’s needs for closeness. For them to experience a more 
nurturing, supportive relationship, each would need to become more empathic 
with himself and compassionate with the other. 

I began to work with Matt to see whether we could understand how his 
anxiety might be a defense from experiencing his own needs to be loved. After 
spending some time helping him to relax using mindfulness practice techniques, 
I asked him whether he could locate his anxiety. Matt was much less in touch 
with his body, and helping him to identify his defensive emotions was more dif- 
ficult than with Roberto. However, after some exploration, he was able to locate 
a tightness in his right shoulder. I asked him when else had he experienced this 
feeling, and he was able to recall times at his office when he felt pressured by 
deadlines. As I further explored his anxiety, he was able to connect with a core 
feeling of fear of being unlovable. With my encouragement, he began to trace 
these feelings back to his childhood. 

His father had set very high standards for him and his siblings. Nothing less 
than a grade of “A” was acceptable on his report card. If he failed to maintain this 
standard, his father berated him and labeled him as a “shirker.” If Matt objected, 
he was physically punished. Not only was Matt unable to challenge his father’s 
harshness but any expression of his softness was labeled by his father as “sissy” 
behavior. Matt learned at an early age not only to withhold any spontaneous 
emotions but also to withdraw when criticized. Matt’s eyes slightly moistened as 
he told these early childhood stories, an indication that he might be getting in 
touch with core affect. For the first time since I had seen them, Matt’s face soft- 
ened. He looked like a little boy in need of both holding and reassurance. 

I turned to Roberto and asked him whether he was aware of Matt’s earlier 
traumas. He said he knew Matt’s father was cool and aloof but he had never 
known how Matt’s father had berated him. I then asked Roberto if he could help 
Matt: “Matt needs you. He is stressed out with challenges of a new business but 
has no language for asking you to give him love and support.” 

The AEDP interventions that I used with Roberto and Matt both encour- 
aged and normalized the needs that each had for closeness. Tunnell (2006) writes 
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about the necessity of creating conditions for secure attachment within the couple 
system: “When attachment goes well, the individual learns to be autonomous 
and independent as well as relational and dependent, that is, the attachment 
bond is not simply a vehicle in which an individual develops autonomy, but 
one in which the individual becomes comfortable with emotional dependency” 
(p. 134). 

As is often the case when treatment progresses satisfactorily, novel behaviors 
occur spontaneously. Roberto leaned forward in a new empathic way and asked 
Matt if what I said was true. Within a few moments, Matt began to open up 
with his fears of failure. Rather than feeling strong and independent, he was 
convinced he was losing Roberto and ruining their relationship. He felt stressed 
both by the startup of his new company and the sense that he could never do 
anything right at home. No matter what he did for Roberto, he cried as he softly 
said, “I feel like a failure.” The two men left the session in a very different place. 
Roberto had not become defensive as Matt spoke from his own truth. Not accus- 
ing Roberto, Matt had simply talked from his own experience of a lifetime of 
loneliness, as Roberto listened. 

The next session the two men arrived in a much different place. For one 
thing, they seemed to bounce into my office at 7:30 in the morning. Each of 
them was dressed in bright spring colors although it was a dull, wintry day. I 
shared my observation, and Roberto told the following story. The prior Sunday 
night, while Matt took the dog out for a walk, he had quickly set up candles in 
their living room and prepared a picnic of wine and cheese. Further setting the 
mood with music, he had lowered the lights when Matt returned. He invited 
Matt to lie down on the comforter he had strategically placed on their floor. 

Shyly, they talked about making love after many months of abstinence. 
Interesting to note, although they had reported no sexual intimacy in their rela- 
tionship, sex had not yet become a focus of treatment. In Roberto’s reaching out 
to Matt, in his acknowledgment of Matt’s need for nurturance, he experienced 
the closeness with Matt that he had been yearning for. Matt, in turn, reported 
feeling less pulled to spend long hours at work during the past week and had 
made time to be home. Roberto beamed with approval. 

At this point, the couple indicated a desire to terminate treatment, feeling 
that they had achieved their desire to be closer and less stressed. They spoke of 
the stresses of limited funds and busy lives. 

This desire to terminate felt premature. I knew they would need several 
sessions to reinforce a more authentic way of being with each other. I was not 
supportive of termination and told them so. While they had engaged in new 
behaviors and were emotionally more connected, it usually takes several addi- 
tional sessions for the new ways of relating to become internalized. Without this 
reinforcement, a couple will often revert back to old ways of relating at the first 
stressful event in their lives. As I shared my thoughts with them, I also offered 
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to reduce their fee in response to their financial stresses. However, they had 
made up their minds and would not be budged. We set the following session for 
termination. 


This work with Greenan’s couple is clearly not the only one in this casebook that 
raises the common clinical matter of when it is the “right” time to draw therapy to 
a close (e.g., see the case discussions of Hamburg, Chapter 14, and Siegel, Chapter 
7, this volume), and especially dealing with a couple who want to terminate at a 
time the therapist considers “premature.” 


Question: In this common situation, what do you usually do (and why)? Do 
you end therapy in the session in which the couple’s preference 
is made known? Do you push for at least one follow-up visit? 
Do you push for (or merely offer) more than one subsequent 
visit, but at longer intervals between visits? How do you decide? 


In the final session, as is usual in the termination phase for me, I gave both 
men an opportunity to review what had and had not been helpful in my work 
with them. Each man said how grateful he was for my ability to hold them 
accountable for their impact on each other. Roberto spoke with a newfound 
gentleness about understanding how earlier feelings of alienation often became a 
dynamic that became confused with his anger toward Matt. Matt said how good 
it felt to share his feelings of helplessness with Roberto. He was particularly 
grateful for Roberto’s initiation for closeness and reaching out to him during 
their “Sunday picnic.” 

I also disclose my experience of the treatment with the couple. I shared 
with Roberto how initially I had felt paralyzed by his expression of anger, and 
it wasn’t until he shared his earlier experiences of childhood pain that I real- 
ized how his anger had become a defense against his need to feel loved. I then 
turned to Matt and expressed how impressed I was with his courage to be more 
transparent with Roberto about his lifelong feelings of failure and not being lov- 
able. Having found his voice, I hoped he would continue to connect from that 
deep feeling state with Roberto, and that Roberto would have the courage not to 
retreat behind his anger. Although only an eight-session treatment, I hoped that 
the work that they had begun to do would be reinforced and deepened in their 
day-to-day couple life. As I do with all couples, I invited them to come back for 
a “check-up” if they ever got stuck. 


Conclusions 


As Roberto and Matt left my office, I was concerned about areas of treatment 
that we had not explored. The meaning of Matt’s HIV status for both him 
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and the couple was never elaborated upon. Did Matt fear that Roberto might 
contract HIV from him and, if so, how had that contributed to their sexual 
abstinence? What possible role did HIV play in Roberto’s anger and fears of 
aloneness? Their long-term goals as a couple remained a mystery to me. Did they 
have a desire for a commitment ceremony? Would they eventually like to have 
children? I worried that they would revert back to the safety of their individual 
cocoons when the inevitable stresses of life reappeared in their relationship. And 
I was left wondering how they would create an environment in which they had 
more same-sex couples in their social life to normalize some of their struggles of 
living in a society that neither legalizes nor affirms gay male couples. 

For long-term structural changes to solidify, Matt and Roberto would need 
to continue not only to identify their complementary circular behavioral patterns 
but also to explore further how their earlier traumas as gay children and adults 
contribute to the roles they had created in their adult relationship. Interwoven 
with these histories, as with heterosexual couples, they would benefit from addi- 
tional exploration of their culturally informed gender roles that each brought to 
their relationship. I believe my integrated multisystemic model had helped Matt 
and Roberto to become more accepting of their right-brain, feminine selves as 
they communicated to each other their needs for nurturance and love. I would 
need to trust in their resiliency. 

In writing this chapter, I realize that I worry about gay couples in a way 
that I don’t in my work with heterosexual couples. Gay male couples often sepa- 
rate much too quickly—not honoring what they had and the loss of what might 
have been. Part of this is attributable to behavior to defend against feeling yet 
the loss of another man, but part of the instability reflects the larger societal con- 
text. Legal bonds exert greater motivational incentives for heterosexual couples 
to resolve relational differences. The lack of institutional supports, the paucity 
of role models and histories of societal rejection for no other reason than one’s 
sexual orientation continue to challenge the stability of gay male couples. Matt 
and Roberto’s resistance to a deeper exploration of their lives may have been 
diagnostic of the larger systemic forces that unnecessarily pull apart gay male 
couples, a pull not experienced by mainstream couples. Gay male couples, like 
all couples, benefit from societal support, rituals, and the acknowledgment of 
cultural institutions that both honor and normalize the maintaining of healthy 
stable relationships. 


CODA 


I cannot resist adding this. While I was writing the final paragraph of this chap- 
ter, there was a knock at my door. I went and opened it to find a lovely couple, 
dressed in their Sunday best. They apologized for disturbing me and wondered 
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whether I would like to learn more about the Bible. I politely replied, “No,” and 
said that I had my own spiritual beliefs. The man persisted and I said I needed 
to excuse myself, as I was finishing a chapter for a book. The lady queried, “Oh, 
how nice! What is the chapter about?” I simply said, “Working with gay cou- 
ples.” The gentleman looked me in the eye: “The Bible tells us how to respond 
to such wickedness!” 
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CHAPTER 6 


A Clinical Format for Bowen 
Family Systems Therapy 
with Highly Reactive Couples 


PETER TITELMAN 


BOWEN THEORY IN CLINICAL PRACTICE 


Facts of evolution provide the foundation for Murray Bowen’s theory of the mul- 
tigenerational family as an instinctually driven emotional unit.! Bowen postu- 
lated that this emotional-instinctual system is a product of 3.5 billion years of 
evolution and is governed by two interacting life forces, individuality and together- 
ness. The individuality force propels the organism to follow its own directives, to 
be an independent and distinct entity. The togetherness force propels an organ- 
ism to follow the directives of others, to be a dependent, connected, indistinct 
entity. 

Differentiation of self is the central concept in Bowen theory. It refers to an 
individual’s capacity, or lack of capacity, to separate instinctually driven emo- 
tional reactivity from thoughtful, goal-directed functioning. Bowen saw this 
capacity as falling along a continuum. Kerr notes that at the higher end of the 
continuum, differentiation of self involves the ability to act for oneself without 


'For a fuller explication of Bowen theory and its clinical application to family therapy, see Bowen 
(1978), Kerr (1981, 1985), Kerr and Bowen (1988), Klever (2008), Papero (1990), and Titelman (1987, 
1998, 2003, 2008). 
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being selfish and the ability to act for others without being selfless (Kerr & 
Bowen, 1988). It includes the capacity to be an individual while simultaneously 
being a member of a team. 

In the human species, individuals vary in their levels of differentiation. 
Offspring resemble their parents in their functioning—some functioning at a 
slightly higher level than their parents, some at levels slightly below their par- 
ents, and some at about the same level as their parents—based on a genetic-like 
multigenerational emotional transmission process. 

It is assumed in Bowen theory that pair bonding, including marital choice, 
takes place between individuals who are at the same level of basic differentiation 
of self. Over time, one often begins to overfunction, and the other to underfunc- 
tion. The overfunctioner may look as if he or she is more differentiated than the 
other, but their basic levels of differentiation of self are similar. The difference 
between the two is co-constituted by the borrowing and lending of functional 
self. Their functional levels of differentiation—that is, their moment-to-moment 
functioning at the present time—are different as a result of the borrowing or 
lending of self from or to the other, but their basic levels of differentiation of self, 
their conglomerate functioning over time, are similar. 

The emotional triangle is the smallest stable building block in all emotional 
systems. According to Bowen theory, a two-person system is stable as long as 
anxiety is low, but when it rises, the system automatically draws in a vulnerable 
third person and becomes a triangle.? The emotional process in the family is 
always changing through constantly shifting triangular patterns in relationships 
that repeat over time, as family members come to occupy fixed positions in rela- 
tion to one another. It is predictable that in triangles two individuals occupy 
the close inside positions, and one the more distant outside position. When the 
family relationship system is highly anxious, the outside position is preferred, 
and when anxiety is low, the inside positions are preferred. 

The degree to which people fuse with each other emotionally correlates 
with the level of differentiation, and chronic anxiety in the system can intensify 
the fusion in the presence of stressors. This is described in the concept, nuclear 
family emotional system. Resulting conflict, distancing and pursuit, and over- and 
underfunctioning predictably develop in this automatic nuclear family emo- 
tional process. One spouse can end up carrying more of the family anxiety 
than the other, which manifests as psychological, physical, or social symptoms. 
Another mechanism for dealing with the combination of high anxiety and low 
differentiation is projection to and lived out by a child. One child may receive 
the brunt of the anxiety that originates in the parental couple’s relationship and 


?Tn an emotional triangle, more than one individual can occupy a point in the triangle. For example, 
both parents can occupy one point, with the son at the second point, and his wife at the third point. 
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in issues that both parents bring with them from their life experiences in their 
own families of origin. This triangled child has a higher degree of unresolved 
attachment to his or her parent(s) and a lower level of differentiation than his 
or her siblings, who are a little better able to emotionally separate from their 
parents. The child most caught in the parent—child triangle in adulthood may 
stay in a stuck-together closeness with the parent(s), or an emotional cutoff can 
develop between that child and his or her parent(s) in response to the overclose- 
ness. This process is so ubiquitous that a concept, the family projection process is 
devoted to it. 

The concept of emotional cutoff describes the emotional process between the 
generations through which “people separate themselves from the past in order 
to start their lives in the present generation” (Bowen, 1978, p. 382). Emotional 
cutoff is emotional distance that regulates the discomfort of emotionally stuck- 
together fusion between the generations. It expresses the unresolved attachment 
of an individual to his or her parents. This process is postulated to be universal 
and it occurs along a continuum of intensity of parent-child fusion. 

Bowen’s concept of the mu/tigenerational transmission process involves the natu- 
rally occurring repetition of the family projection process over multiple genera- 
tions, running through the life course of the family. Individuals choose spouses 
who are at the same level of basic differentiation of self. Those who were, as chil- 
dren, the primary object of the projection process over multiple generations pro- 
duce family lines characterized by decreasing levels of differentiation, whereas 
the offspring of those who were freer from the projection process emerge with 
higher levels of differentiation of self. 

Bowen’s concept of sibling position is based on the research of Walter Toman 
(1969) describing the characteristics of the oldest, youngest, intermediary, and 
only siblings in a family and how these positions relate, which are determined 
by their interactions with their parents and with individuals who occupy recipro- 
cal positions in their own families of origin. Sibling position also describes how 
spouses, as well as parents and their children, reciprocally interact, based on 
their birth positions. A family’s level of differentiation determines how rigidly or 
flexibly these positions will be lived out. For example, when the projection pro- 
cess is directed at an oldest, that individual may, if he or she is severely impaired, 
function like a dependent youngest. Or if that child’s level of impairment is 
moderate, he or she may function as an autocrat. 

The final concept, emotional process in society, describes how the previous seven 
concepts play out in the arena of society. 

The two main clinical processes of the Bowen theoretical—therapeutic sys- 
tem are reducing anxiety manifested by emotional reactivity and increasing basic 
level of differentiation of self. Anxiety can be either acute or chronic. According 
to Kerr (1988): 


Family Systems Therapy with Highly Reactive Couples 115 


Acute anxiety occurs in response to real threats and is time limited. Chronic anxi- 
ety generally occurs in response to imagined threats and is not time limited... . 
Chronic anxiety often strains or exceeds people’s ability to adapt to it. Acute anxi- 
ety is fed by fear of what is; chronic anxiety is fed by fear of what might be. While 
specific events are usually the principal generators of acute anxiety, the principal 
generators of chronic anxiety are people’s reaction to a disturbance in the balance 
of a relationship system. (Kerr & Bowen, 1988, p. 113) 


Emotional reactivity is essential for life. It can be defined as an individual’s 
anxious behavioral response to his own or another person’s anxiety, whether 
real or imagined. Emotional reactivity occurs along a continuum from mild to 
intense. Overreactivity is a poorly differentiated mode of responding to anxi- 
ety. 

Reducing anxiety in the clinical context can create considerable functional 
change, but basic change only occurs when there is an increase in an individual’s 
capacity to separate the processes of emotionally reactive feeling responses to 
others from thoughtful, self-directed responses to others. This occurs over time 
through the coached research of patterns and processes in one’s family and a 
coached effort to modify one’s position in relationships in the family. In Kerr's 
(2009) words, increasing differentiation is “a way of thinking that is translated 
into a way of being. . . . Thinking differently precedes acting differently” (n.p.). 


As Titelman emphasizes, the reduction of family systems—based anxiety and emo- 
tional reactivity is a therapeutic aim in all Bowen family systems theory (BFST)- 
based clinical formats. 


Question: BFST practitioners encourage the use of activities such as yoga 
and neurofeedback to reduce anxiety. Contemporary meth- 
ods in behavior therapy, such as acceptance and commitment 
therapy and mindfulness-based stress reduction, can also be 
helpful in reducing excessive emotional reactivity. As you read 
this chapter, consider whether such therapy methods could be 
“imported” into the practice of BFST. Since these methods do 
not typically involve addressing new ways to interact with family 
members, would they “fit” the Bowen family systems orienta- 
tion? 


In the Bowen theoretical-therapeutic systems approach, neutrality and detri- 
angling are related but not synonymous concepts that describe two significant 
basic therapeutic processes. Neutrality is a way of thinking, the capacity to apply 
systems thinking to the situation at hand, and detriangling is a planned action 
or behavior intended to maintain or bring about a neutral position in relation 
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to two individuals, groups, or larger societal entities while remaining actively 
involved with both parties. Neutrality for Bowen meant being able to see the 
issues from the perspective of each member of the family, whether present or not, 
without taking sides. It requires that the therapist be able to “think systems” 
rather than think in terms of cause and effect. It requires that the neutral third 
party not be polarized on one side of an issue with one individual in opposi- 
tion to the other. “Thinking systems” is a phrase often used by Bowen-trained 
therapists to refer to the ability to move from linear cause-effect thinking to 
seeing the interdependence of the family emotional system, for example, mov- 
ing beyond blaming self or other as the cause of the problem to seeing family 
relationships as the nexus of interpersonal difficulties. 

Detriangling is a process in which the therapist stays in open connection 
with each of the other two people in the triangle without becoming caught 
in the emotional process between them. When this happens, emotional issues 
between the two insiders are, or can be, resolved. The therapist must be free 
from the intensity of the emotional field between them, while at the same time 
actively engaging with each of them. Other important functions of the Bowen- 
trained therapist? are (1) demonstrating differentiation by taking “I” positions 
during the course of the therapy when anxiety is high, which allows one (or 
both) member of the couple to establish his or her “I” positions; (2) teaching the 
functioning of emotional systems; and (3) coaching one member of the couple 
(or both) to work toward differentiation of self in relation to his or her family of 
origin and extended family when anxiety is lower. 


The therapeutic approach described in this chapter emphasizes partners’ change 
of self in the context of the couple, the family of origin, and the extended family 
systems as the route(s) toward change in the couple relationship. 


Question: In reading about the course of therapy with this couple, ask 
yourself: Would the principles of BFST that Titelman discusses 
here need to have been applied differently if most of the therapy 
sessions had been conjoint? 


3The term family therapy is used to designate the generic process of Bowen family systems therapy. 
It describes the therapist’s management of self—maintaining an attitude of neutrality and working 
to stay detriangled, taking “I” positions—and it involves teaching one or more family members how 
the family operates as an emotional system. The term coaching refers to the therapist’s activity of 
developing an action plan with a family member that involves encouraging the client to observe the 
functioning of self and other members of the family system and coaching the differentiating one in his 
or her detriangling efforts and other aspects of differentiating a self. The family member implements 
this effort outside the consultation room, in direct contact with members of his or her family. Bowen 
(1978) believed that the term coach “is best in conveying the connotation of an active expert coaching 
both individual players and the team to the best of their abilities” (p. 310). 
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EVOLUTION OF BOWEN’S CLINICAL FORMATS 


Bowen’s family systems therapy has always focused on raising the level of differ- 
entiation of one or more members of a family. The number of family members in 
the room does not determine whether family therapy is taking place. Regardless 
of whether the therapist is engaged with an individual, a couple, or parents and 
their offspring, family therapy occurs when the process is directed toward the 
family as an emotional unit. The format—who will be seen in the therapy—is 
not determined by the presenting problem; the identified patient; or whether 
the symptoms occur in the marital relationship, in the child, or in one parent. 
Working with a couple together is one format among several that Bowen family 
systems therapists utilize. 

The evolution of Bowen’s clinical efforts to raise the level of differentiation 
of an individual and/or members of his or her family began with the 1954—1959 
National Institute of Mental Health research project with patients with schizo- 
phrenia and their parents and siblings as a group and individually. In his search 
for the most effective format for therapy, in 1960 Bowen began to see the paren- 
tal couple without the identified patient. In this format, Bowen, as the therapist, 
was replacing the triangled offspring, working to avoid becoming triangled or, 
if he got caught in the triangle, to extract himself from the emotional process 
between the couple, while still maintaining contact with all members of the 
family. Then in 1965 Bowen began seeing couples in a group with other couples, 
focusing on the relationships within each couple while the others observed. In 
the mid-1960s he began coaching individuals in their efforts to differentiate a 
self in the family, as preparation for a spouse joining the therapy. He also began 
coaching individuals by themselves. This major transition occurred after Bowen 
presented his own efforts on the differentiation of self in his family of origin in 
1967 (Bowen, 1978, pp. 467-528). In these individual sessions the primary focus 
shifted from the emotional process in the nuclear family to the emotional process 
in the marriage, and then to a focus on family of origin. Bowen considered the 
latter one of his most important contributions. 

The two basic formats Bowen kept over the long term were working with 
the couple together and coaching individuals by themselves. Eventually, in work- 
ing with couples, Bowen sometimes split the hour, working with one spouse for 
half an hour while the other listened quietly, and then reversing the process. In 
this way Bowen could shift the focus to each partner’s efforts to work on his or 
her own differentiation, with the benefit of one spouse learning about the other’s 
effort to work on self. 


In addition to Titelman, at least two other author/therapists in this casebook 
(Atkinson, Chapter 9, and Schwartz and Blow, Chapter 17, this volume) strongly 
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urge the regular use of many therapy sessions with the individual partners in 
a distressed couple relationship, although from very different therapeutic tradi- 
tions. 


Question: Study the process of therapy in these three case descriptions, 
with a focus on the theoretical basis for and practical use of 
one-partner meetings. How do they differ? How are they alike? 


A FORMAT FOR FAMILY SYSTEMS THERAPY 
WITH HIGHLY REACTIVE COUPLES 


Following Bowen's lead, I decided to experiment with the format of meeting 
with both members of a couple separately when they present with a high level 
of emotional reactivity expressed by intense conflict, blaming the other, defen- 
siveness, lack of self-focus, and an inability to take responsibility for individ- 
ual contributions to the couple’s difficulties. While many couples have these 
characteristics, I have found that those who present these behaviors with high 
intensity often fail to engage in the therapy process and may prematurely drop 
out. Meeting with each member of the couple individually helps bypass the 
heightened reactivity of the conjoint sessions. My format with these couples is 
as follows: 


1. See them as a couple once or twice to assess their level of reactivity. 
2. See each member of the couple alone on alternate weeks. 


A basic rule is that each member of the couple is coached to keep the mate- 
rial in the private sessions confidential and ot share it with his or her partner. 
The following excerpt from a letter that Bowen wrote speaks to the idea that the 
differentiation effort is an individual’s own private project and that sharing one’s 
effort with a spouse is not beneficial: 


However good “family therapy” may be, it is common to reach irresolvable impasses 
with both spouses together. Beyond that it is possible to get through that bind 
by helping one spouse, or both separately, to work toward defining a “self” rather 
than focusing on the relationship. Work on self is difficult and {a} private task. At 
a time of uncertainty, people tend to talk to others to clarify their own thoughts. 
It is okay to go to the literature or another person outside the emotional system, 
but the impulse is to discuss it with the other spouse. The moment that occurs, 
self immediately fuses into the we-ness of the marriage and the effort of self is nul- 
lified. I learned about this the hard way, from trying to work with a single spouse 
who would then go home and discuss everything with the other spouse. How does 
one go about relating actively to the other while still maintaining a self? That is 
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the size of the problem. There are all kinds of ways of doing it, if one can find a way 
for self. (Boyd, 2008, p. 171) 


The therapist’s knowledge of both partners’ issues, views, and history of his 
or her participation in the couple relationship, family of origin, and extended 
family can be used in the coaching of both partners. For example, in the pursuit— 
distancing pattern the coaching of the pursuer can be highly fitted to that of the 
distancer, and vice versa, without divulging to one partner the specific details of 
the other’s experience and behavior. 


CASE PRESENTATION: JACK AND TERRY 


At the onset of the therapy in October 2007, Jack was 52 and Terry was 41. They 
were an unmarried couple, separated but in the process of getting back to living 
together. Terry’s daughter, who was 10 years old when the therapy began, lived 
with them. Figure 6.1 is a four-generation family diagram. 


Course of Therapy 


The therapy with this couple took 21 months. There were seven conjoint ses- 
sions, including two initial assessment sessions. There were 40 individual ses- 
sions with Jack and 40 individual sessions with Terry. Each partner was seen on 
alternate weeks. 


Presenting Problems 


In the two assessment sessions, a family history was gathered, a process that 
continued for each individual throughout the consultation. The presenting prob- 
lems were conflict (Sometimes physical); issues of control; recent alcohol involve- 
ment; and extreme jealousy, distrust, and fear of losing each other. In short, they 
were at a point where neither felt that they could live with the other, nor did 
they feel they could live without the other, which was expressed in high-level 
conflict and reactivity and a strong pattern of pursuit and distance generated by 
a high level of fusion. 

Neither of the partners had been in therapy before, but each had attended 
AA and had a sponsor. Jack attended AA more frequently than Terry, having 
more available time to do so. When they began therapy in the fall of 2007, Jack 
had not been drinking since 2006, and Terry had stopped drinking in August 
2007, 3 months before they began therapy. 

The couple accepted my plan to see each of them separately on an alternate- 
week basis. 
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Nuclear Family History 


Jack and Terry met at a bar in May 2005. Jack was a poet and a computer 
programmer who had been married and had two children: a son, age 22, and a 
daughter, age 21. Terry, a librarian, was divorced with an 18-year-old son who 
lived with his father in a nearby state and a 10-year-old daughter who lived with 
her. 

Jack had been married from 1984 to 2006 to a woman with whom he had 
a distant relationship and little intimacy. Both spouses had good jobs. Jack was 
very emotionally close to his daughter, Karen, and his son, Carl, was very close 
to his mother. He had never had an affair in 21 years of marriage prior to the 
affair with Terry. When the couple met, both were active alcoholics. The first 
6 months constituted a happy love affair, a warm fusion, but then, with both 
drinking heavily, they would fight and on several occasions the fights became 
physical. The relationship would become explosive due to Terry’s jealousy of 
Jack’s close relationship with his daughter and the attention he received from the 
female fans who came to hear him read his poetry. Jack described two relation- 
ships prior to his marriage in which he had been physically abusive. 

Terry had one previous marriage and two live-in relationships before she 
and Jack became a couple. Her first marriage was from 1988 to 1993. From this 
relationship she had a son, Don. From 1993 to 1995, she lived with a man who 
physically abused her. Her second nonmarried relationship took place from 1996 
to 1997. They had a daughter, Rhonda. During that relationship, Terry was 
drinking, and her partner was using drugs and ended up in jail. 

When Terry and Jack began having an affair, Jack was still living with his 
wife. After several months, Jack told his wife that he did not want to remain 
married. Before he moved out of the marital home, Terry became pregnant with 
twins. They decided to have an abortion. Drinking on both their parts increased, 
Jack became ill with lung involvement, and the couple got into a physical con- 
flict, during which Terry hit Jack. She was arrested for assault in December 
2005, and the court mandated that her daughter live with her maternal grand- 
mother. The couple separated at this time but got back together quickly. He 
lived in a condo in the Boston area, and she lived in an apartment in western 
Massachusetts. They engaged in a cycle of overcloseness and conflict. The couple 
rented a house in western Massachusetts, where they lived together from Janu- 
ary through August 2007. When they began therapy, Jack had moved back to 
his condo in Boston and was spending some time in western Massachusetts with 
Terry and Rhonda. 

Terry’s first rehabilitation for alcohol and cocaine was in 2000. She was sober 
for a year and then relapsed for 34 days. She then lived in a halfway house with 
her daughter for 3 months. In 2004 she relapsed. Terry had stopped drinking 
after her arrest in 2005. She slipped and drank once when she and Jack separated 
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after the arrest, and again in April 2006. She had been sober since August 2007. 
Jack began attending AA in May 2006, when he stopped drinking. 


Jack’s Family of Origin and Extended Family History 


Jack, 52, came from a middle-class Italian American family. He had one brother 
who was 9 years younger. Their mother had three miscarriages between their 
births. Jack’s father, a cabinetmaker, died of heart disease at age 62, in 1987. The 
relationship between Jack’s parents was described as conflictual and sometimes 
violent. 

As a boy, Jack had been his mother’s confidante, but their intense fusion 
became conflictual as he grew up. He distanced to get away from her pursuit, 
and for several years, when he was a teenager and a young adult, he was emotion- 
ally cut off from her. He described his mother as having borderline personality 
disorder. 

Following the mother—son cutoff, the younger brother became their moth- 
ers new confidante. Jack then became the outsider of a triangle in which his 
mother and brother occupied the close inside positions. Distrust and distance 
existed between Jack and his brother. Jack’s relationship with his father had 
been characterized by conflict that stayed below the surface, but Jack became 
closer to his father when the latter was dying. 

Jack’s father was the youngest of five siblings, the first and second of whom 
were twins. The male twin had four children, the oldest of which was Ellen, 
Jack’s closest cousin. She was named after the third sibling, her Aunt Ellen, who 
at 89 was Jack’s father’s only living sibling. Aunt Ellen occupied the functioning 
position of Jack’s mother. She was important to him but very critical of Jack’s 
relationship with Terry. 

Jack’s mother had an older brother, who was dead. He had four children. 
There had been a long-standing cutoff between Jack’s mother and her brother 
that extended to a cutoff between Jack and his uncle and their four cousins. The 
central triangle on this side of the family was one in which the maternal grand- 
mother and mother were in the inside positions and the uncle was in the outside 
position. The maternal grandmother and mother were described as having an 
emotionally fused relationship, and both of them had been in conflict with Jack’s 
maternal uncle. 


Terry’s Family of Origin and Extended-Family History 


Terry came from a middle-class French and Italian Catholic family. She described 
her father, the 71-year-old director of a human services organization, as hot tem- 
pered, and her mother as self-reliant but also an enabler. Her parents’ marriage 
had been conflictual. The mother initiated divorce in 1978, when Terry was 10, 
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and her father was bitter for many years. Terry was in the outside position in 
the parent-child triangle. She was in conflict with both her parents and even- 
tually became quite cut off from her father and distant from her mother. The 
parents were angry about her abuse of alcohol and drugs and her lifestyle in 
general. Terry was angry at her parents and felt shut out by them regarding the 
divorce and the lack of parenting she experienced. She was the youngest child 
with brothers 3 and 2 years older. She had been sexually abused by her oldest 
brother and occupied the outside position of the sibling triangle, in which her 
brothers were close. The parents were preoccupied with their own problems, and 
Terry described being pushed around by her older brothers. Both brothers had 
experienced dependency on marijuana. The oldest brother had been married 
and divorced twice, and the younger brother was single. Her father remarried 
in 1983, and her mother remarried in 1992. Terry had a conflictual relationship 
with her stepmother and stepsister. 

It is important to note that while Terry described an emotional process in 
which she subjectively experienced herself in the outside position of the parent— 
child and siblings triangles, it was clear that she was the product of an intensely 
symbiotic attachment in her family of origin that she has replicated in her adult 
relationships. 


The Process of the Therapy 


Jack and Terry’s larger efforts involved understanding and modifying triangles 
and taking “I” positions in relation to each other, significant members of their 
reconstituted families, their families of origin, and their extended families. The 
material presented here represents a fragment of their work with me, and these 
issues arose and subsided throughout the course of therapy, but at diminishing 
levels of intensity and reactivity. Those levels diminished, and they experienced 
problems in these areas with less frequency as the therapy process unfolded. 


Jack’s Efforts to Modify His Distancing from Terry 


Pursuit and distance is a theme that was expressed in many ways in this couple's 
relationship. When Jack became upset with Terry’s pursuit, particularly if she 
was demanding or angry, he would retreat to the condo he owned in Boston. 
Gradually he discussed his distancing from his mother, a relationship in which 
he was at first warmly fused and then conflictually fused, and eventually cut 
off, starting when he was a young man. He had begun visiting his mother prior 
to beginning therapy and continued doing so during the therapy. Although by 
this time the client’s mother was withdrawing into herself and apparently had 
a good deal of dementia, Jack was gradually able to tolerate more contact with 
her. That understanding and modification of the mother—son relationship helped 
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him modify his automatic distancing from Terry. Being able to have less anx- 
ious contact with his mother and making less use of the pattern of distancing 
to manage anxiety with her were factors in making it easier to then change his 
distancing behavior with his current significant other, Terry. If he was success- 
ful in being less distant with his mother, he could also be less distant in other 
significant relationships. 

Pursuit and distance take place in triangles. When Jack distanced from Terry, 
he frequently moved toward his youngest child, Karen. The therapy involved 
exploring this triangle and how Jack’s movement toward Karen increased Terry’s 
angry pursuit of Jack, which in turn increased his distancing. He made efforts 
to modify his automatic distancing when he was uncomfortable with Terry. His 
distancing lessened in degree and took the form of sleeping on the couch, rather 
than going to his condo. Eventually the couple bought a home together, and Jack 
felt comfortable enough to sell his condo in Boston, removing the faraway place 
to which he could run. Lightly, I would ask, “What will it take for you to sleep 
in the same bed with Terry, even when your agitation occurs? What keeps you 
from being able to just sleep at the far side of the bed?” 

It is important to point out that Jack was often the pursuer and Terry 
could be the distancer. This pattern appeared in the sexual arena. There were 
also times when they would constantly phone and text message each other dur- 
ing the workday and expect immediate responses. When those messages were 
not returned instantly, serious reactivity and conflict would ensue, with either 
member of the couple pursuing the other, feeling anxious about losing contact 
with the other, and becoming angry. This in turn led to distancing on the part of 
the one who was being pursued and feelings of being “hemmed in.” This dance 
of pursuit and distancing was a manifestation of the couple’s intense fusion, or 
relatively low level of differentiation. Both Jack and Terry were encouraged to 
restrain their automatic desire to be in contact with each other when anxious 
or angry. This effort resulted in each taking the position that fewer calls and 
texts, particularly at times when they were feeling driven by reactivity, would be 
better. Each had difficulty maintaining this effort, but over time each of them 
improved. 

Another important triangle consisted of Jack and Terry in the outside posi- 
tion, Jack’s Aunt Ellen and Cousin Ellen in one inside position, and his ex- 
wife and son in the other inside position. This triangle formed around the aunt, 
cousin, ex-wife, and son’s disapproval of Terry and Jack’s relationship. Jack had 
been working, with some success, to stay in contact with the aunt, who had 
refused to allow Terry to be a part of her 90th birthday celebration and had not 
accepted the invitation to Jack and Terry’s wedding reception in July 2009. Jack 
continued to speak with his aunt on the phone and write her, staying in contact, 
but not going to events to which Terry was not invited. This effort counteracted 
his automatic tendency to distance in relationships. And his ability to take an “I” 
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position with his aunt, a significant figure in Jack’s life, made it easier for Terry 
to manage her pursuit of him and be on the outside of the conflict between Jack 
and his Aunt Ellen, thereby avoiding getting into that triangle. 


Terry’s Effort to Modify Her Pursuit of Jack 


Terry explored her tendency to pursue Jack when she was angry, and she became 
aware of her fear of losing him. She began to understand that her tendency to fuse 
with Jack was related to her unresolved attachment to her parents. As a 10-year- 
old, she had felt neglected by both parents when they were going through a 
divorce and had less energy to devote to her. Terry also described a many year 
cutoff between her and her parents when she had a severe alcohol addiction and 
was engaged in a series of problematic relationships. Some clinicians could easily 
interpret Terry’s “unresolved attachment to her parents” as stemming from her 
feelings of neglect and abandonment. However, that interpretation, coming from 
an individual rather than a systems framework, would miss seeing the intense 
fusion that still existed between Terry and her parents, although a high level of 
conflict and cutoff has characterized those relationships. 

When Terry got together with Jack, he was her “Prince Charming,” and she 
moved toward him with extreme emotional fusion. Too much fusion led to too 
much pursuit of Jack, who functioned reciprocally through his tendency to dis- 
tance when his allergic reaction to conflictual fusion—originally experienced in 
his relationship with his mother—was triggered in his relationship with Terry. 


Large-family systems issues can matter in the couple relationship in two major 
ways: one or both partners can be caught up in present-day conflicts with mem- 
bers of their family (or families) of origin or extended families, or there can be a 
considerable emotional residue for a partner from tensions that were more visible 
and obvious in the past (e.g., childhood). 


Question: Even if you are not generally inclined toward a multigenerational 
perspective in working with couples, how do you deal with 
these two (often overlapping) sources of larger-family systems 
issues in couple therapy? 


Terry was open to my suggestion that it might be valuable to have more 
contact with each of her parents. About 6 months into the therapy, her father 
had a recurrence of colon cancer, then terminal. Terry began visiting him, and 
she and her father began writing to each other. He wrote of his concern about 
not having been the father that he would have liked to have been. In response, 
Terry was able to write him about her positive experiences with him during her 
childhood. The relationship also improved as she detriangled from the relation- 
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ship between her father and stepmother. The latter had been a difficult person 
for Terry to accept and deal with over the years. During the therapy, she began 
to see her stepmother as a loyal wife to her father and began to get along bet- 
ter with her. That, in turn, made the environment within the triangle of father, 
stepmother, and Terry more comfortable for all three and made it possible for 
Terry to become closer to her father. 


Jack’s Effort to Understand and Manage His Distrust of Terry 


Jack and Terry struggled over the issue of the fairness of their material con- 
tributions in the relationship. Jack would alternate between being financially 
generous—paying for the house, vacations, and other things, and giving Terry 
gifts—and feeling that Terry was taking advantage of him in order to have the 
life and the material things that she had not had as a single mother. His swings 
between generosity and distrust of and anger toward Terry were extreme. He 
would be more generous than he felt comfortable with and then attack her for 
not handling money well and not being thankful enough for what she received 
from him. It appeared that his overgenerosity was his way of trying to be sure 
she would love and stay with him, but that he would become controlling and 
angry if she wasn’t making him happy or if he felt that she was using him. 

The therapy effort on this issue of distrust involved helping Jack explore its 
roots, which meant going back to the interlocking triangles in his extended fam- 
ily and family of origin and then seeing how they played out in his relationship 
with Terry. Jack’s mother had been in a fused relationship with her mother, and 
her older brother had been in the outside position of the triangle that involved her 
and her mother. When Jack’s maternal grandmother died, his mother received 
all of the grandmother’s money and Jack inherited his grandmother's house. 
This led to a cutoff between Jack’s mother and Jack’s uncle as well as a cutoff 
between Jack and his uncle and cousins. As a child, Jack had been fused with 
his mother, with the father in the outside position of the triangle. He now found 
himself in a relationship with his mother characterized by conflictual fusion. 
During young adulthood, an emotional cutoff developed between him and his 
mother. The mother—children triangle was modified as Jack’s brother moved to 
the inside position with their mother, and Jack moved to the outside position. 
Eventually, Jack found out that his mother had cut him out of her will and that 
his younger brother had known that that he was going to receive their mother’s 
entire inheritance. 

In the therapy with me, Jack was able to begin to understand how his dis- 
trust of Terry was best understood in the framework of the interlocking triangles 
in his maternal family, in which emotional process was played out around the 
issues of money and property. In the coaching, Jack was encouraged to make 
contact with his brother and mother. 
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Through coaching, the brothers began talking more and helped their mother 
move into a nursing home. During that process they were able to begin to talk 
about their relationship to their mother and each other. With more openness 
between them, distrust decreased. At the same time that their relationship was 
improving, Jack was visiting his mother and expressing less negativity toward 
her and was able to detriangle from his mother and brother. 

Efforts to begin modifying his patterns of distrust and control of Terry 
around financial matters became possible as Jack came to understand that his 
tendency to give too much or too little was rooted in his insecurity and his fear 
that the relationship would not last and that Terry would leave him. This mind- 
set was rooted in his early family relationships. Jack began to gain control of 
his overgenerosity and his punitive taking away of what he had given to Terry. 
One manifestation of this problem was an ongoing conflict between the couple 
involving Jack’s demand that Terry sign an agreement that she would, over a 
long period of time, pay him back a percentage of the payment for the home they 
had bought and owned together. They were finally able to reach an agreement. 
Jack believed that it was important that Terry share responsibility for buying the 
house, but he did not expect her to pay an equal amount because of the signifi- 
cant discrepancy between their financial situations. 


Terry’s Effort to Understand and Manage Her Distrust of Jack 


Terry’s distrust of Jack emerged in response to his pattern of giving her things 
and then turning around and taking his gifts back or getting angry that she 
didn’t appreciate his generosity or would not go along with his requests. In 
these situations she would feel manipulated. She would feel highly valued by 
Jack when he was very generous, and then she would feel devalued, angry, and 
controlled when he would take something back. Usually within a few hours or 
a day, he would return the car keys, laptop computer, or piece of jewelry he had 
taken back from her. On a couple of occasions, the level of hurt and anger led to 
physical altercations. Neither was seriously hurt, but in these instances each lost 
control of self. 

Terry's distrust of Jack, as well as her worries that he wanted to get rid 
of her when he expressed his distrust of her, was triggered by the interaction 
between them and her history of abusive treatment by both of her brothers, 
including sexual abuse on the part of her older brother. In their sibling triangle, 
Terry was in the negative outside position, and her two brothers were in the posi- 
tive inside positions. In addition, in her adult relationships with men she chose 
two partners who were not trustworthy. In a 2-year relationship following her 
first marriage, she had been physically abused. The next relationship ended with 
her partner going to jail on drug-related charges. And the father of her daughter 
had never given her financial support following their break-up. Terry began to 
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understand how her experiences with her brothers, her father, and other men in 
her life affected her ability to trust Jack. Terry would typically overadapt to Jack, 
feel distrustful of him, and move quickly to angry attack. This couple’s recipro- 
cal pattern of distrust and conflict with each other, and in a variety of family and 
nonfamily relationships, was related to—but not caused by—their unresolved 
conflictually fused relationships with their respective parents, particularly in 
relation to his and her opposite-sex parent. 

Efforts to understand and modify Terry’s distrust involved encouraging her 
to take clear “I” positions about what was not acceptable behavior from Jack, for 
example, swearing at her and taking back things he had given her. Like Jack, she 
began to define herself more clearly in terms of what she would do and what she 
would not do. A minor example of this was when she started making her own 
therapy copayments, which Jack had previously paid and then sometimes would 
complain about. Another example was when she took the position that her ex- 
spouse had to pay minimal regular child support, and she arranged for the court 
to see that this was mandated. 

Terry was also coached to make contact with her brothers. It was easier to 
develop a good working relationship with her middle brother, and more dif- 
ficult to have contact with the oldest brother, who had been more abusive of 
her. However, Terry began to understand the impact that the lack of adequate 
parental structure had on her brothers when her parents left them in charge of 
caring for her. 


Terry and Jack’s Efforts to Understand and Modify Jealousy in Triangles 
in the Binuclear Family 


A difficult issue was the high level of jealousy that Terry expressed in the context 
of triangles in the binuclear family. In the first triangle, Jack and his daughter, 
Karen, were in the close inside positions, with Terry in the outside position 
and in conflictual fusion with Jack, and unexpressed or covered-over conflict 
with Karen. According to the dynamic nature of triangles Terry’s feeling of 
being on the outside triggered behaviors to regain the inside position with Jack, 
which only worked for a time. In this triangle, Terry’s jealous fusion led Jack 
to automatically distance from Terry and move toward Karen. The strong level 
of attachment and closeness to his daughter, Karen, automatically brought out 
jealousy in Terry and made her anxious about being in the outside position of the 
triangle. When Jack went on a trip with his daughter to the West Coast in order 
to spend one-on-one time with her, the intensity in the triangle was increased by 
Terry’s jealousy and her sense of being left out, as well as by her view that Jack’s 
trip with his young adult daughter was inappropriate. Although the intensity of 
the father—daughter relationship can be viewed in the context of Jack’s distance 
from his wife for most of their 20-plus-year marriage and his very close relation- 


Family Systems Therapy with Highly Reactive Couples 129 


ship with his daughter over those years and subsequently, Terry saw the trip as 
involving “emotional incest” and as pushing her out of the close position that 
she felt belonged to her as Jack’s partner. Jack’s ineptness at dealing with two 
women in his life compounded Terry’s problems. Her jealousy of Jack’s closeness 
with his children, mostly his daughter, can be viewed in the context of her being 
in the outside position of the triangles involving her parents and brothers. 

In the triangle involving her father, her stepmother, and herself, she had 
also been in the outside position. In another triangle, Terry’s brothers were in 
the inside positions and she was on the outside. In other words, it was natural 
for Terry to see herself as the perennial outsider looking in and being “kept out.” 
However, the fundamental problem was difficulty maintaining a “self.” Jack’s 
problem was equal, of course. Her lack of “self” was the outcome of a process that 
is far more complex than feeling on the outside of triangles. Reactions to being 
in the outside position of a triangle are as much a symptom of an emotional 
process as its “cause.” 

Terry was able to alleviate her jealousy somewhat, particularly by working 
on the triangles in her family of origin. Her goal was to have more contact and 
develop a better relationship with her father and her stepmother and her two 
brothers. She also made efforts to detriangle from the binuclear family triangles 
involving her partner and his children. She focused on getting to know Jack’s 
children as individuals rather than as appendages to their father. 

Jack experienced some jealousy and irritation in the triangle with Terry and 
her daughter, Rhonda, who were intensely connected. For many years before Jack 
and Terry began their relationship, mother and daughter often slept in the same 
bed. It was difficult for Jack to warm up to Rhonda because he saw her, at times, 
as spoiled and undisciplined. Terry sometimes had trouble accepting Jack’s input 
in regard to parenting Rhonda. Gradually, Jack developed a one-to-one relation- 
ship with Rhonda, one that Terry appreciated. 

Another triangle in which Jack found himself in the outside position was 
with Terry's daughter and her biological father. Jack felt that the biological father 
was unreliable in terms of both financial support and his inconsistent visits, and 
Jack resented his special relationship with Rhonda. Jack made a concerted effort 
to get less reactive about Rhonda and her biological father and let Terry deal 
with their issues without getting into the middle of them. 


The Functioning of the Therapist in This Process 


Therapists will inevitably get triangled into the couple’s emotional system. Some- 
times they will find themselves drawn into cause-and-effect thinking, viewing 
one family member as more problematic than the other. Therapists may note 
clues in their own behavior such as falling silent, making interpretations rather 
than asking questions, giving advice, or being too serious or too lighthearted in 
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response to the material being presented that indicate triangling. These clues 
can sensitize therapists to their being caught in the emotional system of the cou- 
ple. In finding themselves triangled, therapists may use any number of practical 
strategies to decrease their anxiety in order to regain neutrality and de-triangle. 
Taking notes during the session, working on asking factual who, what, when, 
where, and how questions rather than why questions are examples of these. The 
most important effort therapists can make to stay detriangled in the clinical 
work with couples is to continue working on differentiation of self in their own 
families of origin with a Bowen-trained clinician. This effort is automatically 
and consciously drawn upon in clinical situations in which they may be subject 
to getting caught in a triangle. Knowing and having worked on the “hot spots” 
in their own families can help provide a road map for avoiding fusing with a cli- 
ent in a situation that brings up emotional reactivity. 


Staying detriangled from the emotional reactivity in the couple’s relationship (and 
regaining that position when it is lost), while remaining connected to each partner, 
is a central stance for promoting change in BFST. 


Question: How do other approaches to couple therapy address similar 
concerns within their own theoretical frameworks? Choose one 
or two other approaches for comparison. 


As the therapist with this couple, I was constantly seeking to avoid getting 
triangled or to detriangle if I found myself slipping into the triangle. Through- 
out the process, Jack would shake hands with me upon entering or leaving the 
sessions. Terry did not do this, except at the initial conjoint session. I was aware 
that this small difference in greeting and ending might be an indication that 
I was—or was perceived as being—triangled in the inside position with Jack. 
However, I did not see that as occurring. There were a few occasions when either 
Jack or Terry would indicate that the other had mentioned something that I 
said in an individual session. I made it clear that sharing material was contrain- 
dicated and was a form of triangling that would be detrimental to the therapy 
process. These were minor events that did not seem to negatively affect the emo- 
tional process with this couple. 

Within a few months after the therapy began, I told each member of the 
couple that I was interested in describing their case in a chapter for a book on 
couple therapy. They both agreed to this. I do not think that their knowledge 
that I was going to write about this case for publication had a positive or nega- 
tive impact on their relationship in the course of the therapy. Although Bowen 
suggested that all clinical work should be viewed through a research lens in 
order to allow the therapist to be as objective and neutral as possible, the fact 
that this case would be published undoubtedly led to my heightened involve- 
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ment and reflection on what was happening in the therapy and my intention and 
activity in that process. 

At a couple of junctures, I weighed whether to do conjoint sessions, because 
it seemed that to do so would lower acute anxiety and conflict, whereas the 
format I had chosen to use was seeing each member of the couple individually 
in order to bypass conflict, reduce reactivity, and thereby facilitate greater dif- 
ferentiation of self for both individuals. I hesitated to modify the chosen format 
but decided to see the couple together twice about a year into the therapy, and 
then three times about 3 months later. The decision to do so was based on my 
assessment that it would facilitate the outcome of the therapy. However, that 
decision did not interrupt the long-term continuation of the format of seeing 
each person individually. 


Outcome for the Couple 


Each member of the couple has worked on self. Each has made and sustained 
positive contact with members of his or her family of origin and extended family, 
thereby decreasing cutoff and learning more about the emotional system from 
which each comes and of which each is a part. They have both shown a decrease 
in emotional reactivity in relation to the other and have increased their level of 
neutrality. They are functioning better in those triangles in which they had been 
having difficulties. And both members of the couple have defined a little more 
of a self in the context of their relationship. Presenting symptoms have decreased 
but have not entirely disappeared. 

When Jack and Terry married in July 2009, the therapy was still in pro- 
cess and the plan was to decrease the sessions from bimonthly to monthly for 
each spouse. A termination date was not set. In Bowen family systems therapy 
the process is not interminable, but rather the work of the couple is seen to be 
a lifelong process that continues throughout life outside therapy. However, the 
individual or couple may work with the therapist for any length of time, short 
or long; take a break; and return another time, or several times, over the course 
of their lives. The possibility that one member of the couple may decide to con- 
tinue, or return to therapy after a break, and the other does not, will not create 
a problem. The focus with the continuing member on differentiation of self, 
including managing self in the relationship with his or her partner, is deter- 
mined by his or her own motivation. 


FINAL COMMENTS 


In this chapter, I have briefly described Bowen theory and how the broad clini- 
cal approach of Bowen theory evolved into a number of variations on Bowen’s 
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clinical formats. The format that I used with Jack and Terry resulted in what I 
believe was a useful way of reducing emotional reactivity between the couple, 
whereas there was a greater risk that they would terminate the therapy early if 
I had seen them together. Both of them were able to substantially reduce their 
emotional reactivity and increase their focus on self, with less blaming of the 
other. They focused on self in relation to the other, in relation to their own and 
the other's children, and in their respective families of origin. 


Undoubtedly, highly volatile couples are at a substantial risk for early termina- 
tion if the partners are seen together and the therapist does not have some clear 
principles to follow for working with them. 


Question: Titelman’s compelling argument for his individual-session format 
aside, it is still probably the case that most such couples in 
therapy are seen conjointly. In addition to drawing on the prin- 
ciples of BFST described here, what else might you do to foster 
a sustainable therapeutic alliance with the partners of such 
volatile couples and to establish enough of a sense of emotional 
safety for them that they both continue in therapy? 


There are many ways to skin a cat, and there are a variety of clinical for- 
mats one can use in clinical practice guided by Bowen theory. This particular 
variation seems useful when emotional reactivity shuts down a couple’s ability to 
focus and work on self. It may also be a way to alleviate a couple’s risk, or the risk 
of an individual member of a couple, of dropping out of therapy. One problem 
when the therapist meets with each individual alone is that each member of the 
couple does not have the opportunity to hear what the other is thinking about 
and working on in a setting in which the therapist may facilitate the alleviation 
of anxiety and promote clear defined thinking. However, when the couple is 
highly emotionally reactive, this may not be possible. 

The challenge for the therapist in using this format is to avoid being tri- 
angled. In other words, when one member of the couple is in session and is 
describing his or her interactions with the other, the other member’s perspective 
is not presented. As a result, the therapist can be triangled if he or she brings 
that issue up in the next session with the other member of the couple. Of course, 
the potential to be triangled is always there, both in the presence of the couple 
and in the presence of only one member of the couple. The therapist must make a 
constant effort, no matter what format he or she uses, to stay outside the family’s 
emotional system while staying in contact with whichever member or members 
are part of the process. 
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CHAPTER 7 


A Good-Enough Therapy 
An Object Relations Approach 


JUDITH P. SIEGEL 


Over the span of my professional life, the field of couple therapy has bur- 
geoned. Today’s therapists enter training programs that do not uniformly include 
the psychoanalytic theories that were previously regarded as the cornerstone of 
therapy. And yet, for some of us, object relations concepts provide a wealth of 
information regarding the ways family systems influence their offspring and the 
ways grown children revisit these influences as they select partners and engage 
in adult intimacy. 


KEY OBJECT RELATIONS CONCEPTS 


Object relations theorists believe that childhood experiences shape many aspects 
of self, including esteem, coping responses, and the ability to trust and develop 
a healthy dependency. The model assumes a representational world, which is 
the storehouse of peak experiences of self relating to caretakers (Lax, Bach, & 
Burland, 1986). Couple therapists who practice from this perspective have writ- 
ten about the content of the representational world as vestiges of self and loved 
ones, or objects, as they are called, that are most likely to resurface in intimacy 
as beliefs and sensitivities (Scharff & Scharff, 1987). Others have focused on the 
intrapsychic structure, which predicts the use of defense mechanisms that effect 
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boundaries and expectations (Meissner, 1978; Siegel, 1992). Finally, there have 
been contributions regarding the functions of the object world that surface as 
unmet needs and longings (Livingston, 1995; Sharpe, 2000). 

Object relations theory approaches the capacity for intimacy from a mul- 
tigenerational perspective. Being valued contributes to a sense of self that is 
worthy of receiving love, and offering it with comfort to others. Being soothed 
allows an individual to cope with anxiety more easily and tolerate feeling states 
in ways that generate self-awareness as well as empathy. Having “good-enough” 
caretakers predisposes the ability to accept the good and bad in oneself as well 
as others. Growing up with emotional security creates a level of trust that allows 
vulnerability to be acknowledged and exposed. While these are ideals, they 
serve as the requisites of optimal mental health as well as successful intimacy. 
Even then the conflicts, self-doubts and residues of guilt, shame, and envy that 
mark the path of separation—individuation create themes that are reenacted in 
twosomes. Object relations therapists expect that these themes will emerge not 
only in the relationship partners have with each other and their children, but 
also with their therapist. The therapist's ability to receive and interpret this kind 
of information becomes a valued point of entry into the couple’s treatment. 

Although most psychoanalytic therapies are long term, the application 
of object relations concepts to family systems allows for a range of treatment 
options. In my work with couples, treatment can range from 3 months to a year 
or longer. My intent is to intervene in the conflicts and intimacy ruptures in 
ways that enable couples to prevent similar disruptions down the road. 

Helping couples find new ways of understanding and supporting each other 
may be as important as resolving the immediate conflict that brought them into 
treatment. Object relations theories also allow for recognition of the interplay 
between individual and couple dynamics. 


Object relations (and other psychodynamic) approaches to couple therapy are 
often quite misunderstood and wrongly characterized as focusing primarily on 
what happens “inside” people and paying too little attention to what happens 
between relationship partners. 


Question: As you read this chapter, try to identify each of the moments 
when the therapist is making the couple’s interaction central. 
How do such interactions “fit” with a model of therapy that 
places such value on understanding unconscious motivation? 


Although there is often a need to focus on unmet needs or activated con- 
flicts that originate in childhood, the rationale is to help couples use this infor- 
mation to make sense of the problems and struggles that have brought them to 
therapy. Through increased awareness and new ways of expressing and respond- 
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ing to needs and feelings, partners experience a relationship that is less volatile 
and more supportive. 

There are important distinctions between object relations analytic therapy, 
and object relations—systems therapy. While it is true that object relations con- 
cepts can be used to diagnose, the application of these concepts does not necessitate 
a deterministic, pathology-focused position. Instead, an object relations—systems 
approach recognizes the power of relationships in both creating problems and 
in offering corrective experiences. In object relations couple treatment, insight 
is not a sufficient goal unless it can be used to generate options and possibilities 
for change. Perhaps most important, the curative relationship is not the one that 
the patient develops with the therapist, but the new relationship that the couple 
co-creates. 


There are other object relations couple therapists who may put more emphasis on 
the therapist—partner relationship as the “curative” one in couple therapy (more 
than the partner—partner relationship) than Siegel does. 


Question: Can you think of any important technical or strategic dilemmas 
or challenges that can arise as a result of the object relations 
couple therapist trying to maintain a balance of attention to 
both the therapist—partner(s) relationship and the partner— 
partner relationship? 


If the therapy has been successful, both partners have learned a great deal 
about the beliefs that underlie emotional responses, ways to restore calm for 
themselves as individuals and as a couple, strategies that help contain unresolved 
themes from the past, and freedom to provide each other with the kind of affec- 
tion and nourishment that will sustain them through a lifetime of challenges 
and celebrations. 

In my approach to couple therapy, I create an environment that will fos- 
ter the process of thoughtful reflection. I then work in ways that neutralize 
distortions that have been created through splitting, projective identification, 
and dis-identification, and help the couple better understand the power of these 
dynamics. I try to help each partner untangle the feelings and behaviors that are 
contributing to the conflict and problems they are presently struggling with. 
This typically involves connecting the present to similar issues from the past. I 
also use awareness of my own responses to identify and make sense of dynamics 
that are invariably active in the couple relationship as well. 


Object relations therapists are not the only couple therapists who try to use aware- 
ness of their own responses to couple partners to help to “identify and make sense 
of couple dynamics.” 
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Question: Do you use awareness of your own responses to couple part- 
ners to help guide therapy? How can you distinguish among pri- 
vate responses, urges, fantasies, and so forth, that really reflect 
the couple’s relationship versus those that say more about you 
(and are perhaps better not identified and expressed explicitly)? 


This work requires many different functions and roles. At times I am an 
anthropologist, curious about the unique beliefs and tacit knowledge that cre- 
ate meaning for this family. At other times I am an educator, teaching about 
splitting, flooding, emotional intensity, and how feelings get relocated through 
projection. I am a referee who stops partners from attacking each other and a 
detective who asks questions that will provide clues that transform meaning. I 
nurture, support, challenge, and struggle to use the feelings and ideas that can 
move the couple forward. 


BEGINNINGS 


Students of family therapy yearn for clients who are intelligent and verbal. Bar- 
bara and Keith exemplified both traits, and were the most adversarial couple I 
had ever encountered. Even when they weren't fighting, these two lawyers com- 
peted to make the last point and drive it home. Blessed with three young chil- 
dren and enviable professional degrees, they had bickered since the day they 
brought their first child home. Eight years later, Keith had announced he wanted 
a divorce, and Barbara called in a state of panic. 

In our first session, Keith told me that he had little respect for talk therapy, 
but had agreed to participate if it would help Barbara. With that, Barbara burst 
into tears and in an agitated but imploring voice told me that it was always like 
this. From her point of view, Keith was always blaming her for all their prob- 
lems and inferring that she was mentally ill. As Keith bristled at her tears and 
complaints, she added, “And he can’t stand it when I cry.” In the first 5 minutes, 
I had enough material for a month’s worth of work. 


Siegel is not exaggerating in saying that after spending only a very brief time with 
the couple, she has “enough material for a month’s worth of work.” 


Question: What does Siegel mean by this? What can happen and be 
observed in the couple and/or wondered about so quickly by 
the therapist to support such a view? Are detailed individual and 
relationship histories, among other information, not needed in 
order to make even a tentative case formulation that is coher- 
ent? 
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THE HOLDING ENVIRONMENT 


One of the most important functions of a therapist is to provide a safe environ- 
ment where emotions can be “held” by the therapist until they can be processed. 
The holding environment described by Livingston (2009) and Jill and David 
Scharff (1987) has been validated by recent research on affect dysregulation 
(Schore, 2002; Siegel, 1999). Making the room safe for both partners is essential 
to successful therapy, and that is where I usually begin. I explained that I had 
my own style of working with couples, and that it was important for me to slow 
things down until I could understand what was going on. In the early stages of 
treatment, I tend to speak to each person directly and ask partners not to inter- 
rupt each other. In work with couples who present with angst or tension, I have 
found that it is particularly important to provide a connection that allows each 
person to feel understood and recognized so that they can trust the kind of prob- 
ing and reflection that will follow. 


SPLITTING 


Object relations theorists have noted that the healthy maturation of the child is 
marked by distinct changes in how self and other are retained in the representa- 
tional world. I think of it as a chessboard, where white pieces denote aspects of 
self and black pieces represent past and present objects. The term object usually 
refers to a child’s parents, but may include caretakers and significant others. In 
this analogy, one end of the board represents “all good” while the other end is “all 
bad.” Psychic development reflects the child’s ability to position these chess play- 
ers toward the center of the board, where good and bad can be comingled. Many 
analysts consider this activity, known as rapprochement, to be the hallmark of 
mental health (Jacobson, 1964; Kernberg, 1975), but there are issues that can 
complicate or prevent a child from reaching a clear sense of self as having both 
good and bad qualities, and of objects as being good enough, even when they 
disappoint. When the chess set is organized so that pieces are either on one end 
or the other, the defense mechanism of splitting has taken over. While splitting 
is a defense mechanism that can be activated in all adults, a person who tends 
to keep the chess pieces at either end of the board is easily stimulated into that 
position. From that vantage point a marriage, a partner, and life in general can 
appear worthless. In a moment of extreme pessimism, there is no access to the 
good that exists at the other end of the board, and consequently no opportunity 
to ameliorate the bad. 

Helping couples recognize and fight the power of splitting is central to my 
work (Siegel, 1998, 2006). I have approached it from theoretical, clinical and 
empirical perspectives, and have identified its power in families that have expe- 
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rienced abuse and neglect (Siegel, 2007; Siegel & Geller, 2000). Cognitive distor- 
tions that accompany splitting prevent partners from engaging in meaningful 
dialogue, and I have found it more productive to work in ways that reduce split- 
ting. Keith’s level of anger and criticism indicated that he was probably splitting, 
and I chose to tackle that first. 

I asked Keith if we could talk about the unhappiness that led to his request 
for divorce and also look for patterns in the ways he viewed the marriage over 
time. As I guided Keith to talk about the early relationship and the challenges 
of parenting, I tried to create an opportunity for the three of us to observe the 
repeating cycle of extremely positive to extremely negative. From the incidents 
he chose to tell me about, I could see that he was a man who held high expecta- 
tions for himself and others. Keith was a man of absolutes, with little tolerance 
for weakness or incompetence. I also noted that he was a man of intensity, with a 
penetrating glare. Keith carried a personal authority that was intimidating, and 
I was aware of my own reluctance to challenge him or get on his bad side. I com- 
mented on this, and asked him if there were ever times he acted on something 
when he was in the negative part of the cycle that he later regretted. After Keith 
spoke about impulsive actions at work and with former friends, I asked him if 
he would be receptive to looking at this pattern as something he could choose 
to follow or not. Keith’s curiosity was piqued, and he was suddenly engaged in 
the work. 

By this point, Barbara had stopped crying, but had been shaking her head 
each time Keith had referred to a negative event in their relationship. When I 
asked her whether she would be interested in shifting gears in order to think 
about the highs and lows in their relationship, she exploded in anger. She imme- 
diately wanted to refute each story that Keith had touched on and assert her 
own version of the truth. Once again, I tried to calm Barbara down and help 
her speak about how one-sided Keith’s analysis was. After I acknowledged how 
diminished and unfairly criticized she felt, Barbara was able to collect herself 
and return to exploring how Keith’s tendency to view things as “all or nothing” 
affected their relationship. Barbara said that she lived for the times when things 
were going well, but had no way of stopping the roller coaster when she could 
see the next dip coming. 

In many ways Barbara was the opposite of Keith. She possessed a combina- 
tion of warmth and openness that made it easy for others to approach her. She 
preferred to focus on the good and was clearly uncomfortable when anyone was 
agitated or upset. However, she was also a trained arbitrator who could become 
very logical and argumentative. I commented that she had learned to use her 
words well to defend herself, but I wondered whether that was helping her get 
through to Keith. She started to cry again and expressed her despair that if she 
showed her emotions he just got angry, but if she tried to convince him that he 
was wrong, they just ended up fighting. I restated Barbara’s dilemma, adding 
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that when Keith was unhappy, she became miserable herself, which seemed to 
make Keith even more angry at her. I suggested that this might be an important 
goal of the therapy—to help her find a way to let Keith understand how she was 
feeling so that they could fix it together and get closer. She immediately grabbed 
that possibility as the thing she wanted most in life. 


FAMILY BACKGROUND 


Rather than start with an extensive detailed history, I typically ask for a rough 
sketch of the families of origin and the couple’s early days. Because one of my 
goals is to help the couple learn about the power of the past, I return to specific 
family-of-origin material in more depth when it seems relevant to the topic or 
emotionally laden dynamic at hand (Siegel, 1996). Keith spoke briefly about 
growing up in Pennsylvania and a brother who was 8 years his senior. His par- 
ents had a shotgun marriage when they were in high school and didn’t seem to 
have much in common. Keith described his mother as a “clinging hypochon- 
driac” who was inept in most aspects of life. His father was a truck driver who 
was away from the family for days on end and preferred to spend his free time 
fishing with an endless network of male cousins. Keith escaped through reading 
books and writing screenplays, and often felt like he didn’t fit in. He left home 
as soon as he was able to support himself. 

Barbara’s parents emigrated from Scotland before she was born and took 
low-wage jobs in order to make a living. She was the eldest of three children 
and had vivid memories of her parents screaming at each other. The marriage 
ended when Barbara was in grade school. Her father, who was an alcoholic, left 
the family for weeks on end when he went on drinking binges. One time he just 
never returned. Barbara respected her mother, but never felt close to her. She 
described her mother as a very negative person who was always critical of her and 
everyone around her. Barbara had grown up in a home where hard work and self- 
sufficiency were constantly stressed, and Barbara was pressured to save money for 
college instead of enjoying makeup and parties like the other kids her age. 

I explained that as we are growing up, there are parts of our parents that 
we admire and other parts that we hate. Sometimes these are the themes that we 
react to most strongly when we find ourselves faced with them in our marriages 
(Siegel, 2004). My position in therapy is not to label reactions as wrong, or blame 
anyone, but to help partners explore why they might react so strongly. I sug- 
gested that it would take us a few weeks to figure out how to stop the cycles of 
highs and lows and to make sense of which buttons were being pushed when the 
couple fought. I also attempted to neutralize the stigma of needing to be in ther- 
apy by telling them how common it was for couples to experience relationship 
deterioration as they adjusted to life with young children. As I pulled the first 
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session together, I commented that the skills that made them so successful in the 
courtroom might not be the best tools to help them learn how to work together 
as a team. I wondered how different things would be if they could create a family 
environment where help could be elicited without criticism or blame. 


DIS-IDENTIFICATION AND 
PROJECTIVE IDENTIFICATIONS 


In the following sessions, I pursued the themes that seemed to trap this couple 
into bickering and distancing. Keith had strong reactions to Barbara's being 
disorganized or failing to keep the house up to his standards. One week he was 
irate that she had once again left her car midway in the driveway, which forced 
him to park on the street. The last thing he wanted to do after a long day’s work 
was to wait for her to move her car so he could finally park his where it belonged. 
There were even times when she said she was too busy with the kids to move her 
car, which forced him to valet both cars before he could finally relax in his own 
home. When Barbara reacted casually that he was making a big deal over noth- 
ing, he exploded. Keith attacked Barbara as being lazy and incompetent, which 
led to her tears and counterattack that he did nothing around the house and had 
no clue how demanding the kids were. 

From an object relations—systems perspective, one way to repair early child- 
hood disappointments and trauma is to repeat the dynamic with a different 
partner (Gurman, 1981). The concept of projective identification explains how 
a conflict that was originally a two-person dynamic (self and parent), is held 
within the representational world. The regressed posture that occurs in intimacy 
reawakens unmet needs and unresolved dynamics. When an intimate partner is 
reacted to in a way that is similar to the initial two-person conflict, there is an 
opportunity to replay and possibly resolve the initial wound. However, when 
issues from the past invade the present, there is a level of intensity and distortion 
that complicate and escalate the situation at hand. Identifying and unraveling 
projective identification is often the most important contribution of an object 
relations perspective (Siegel, 1991, 1999). 


Projective identification is perhaps the concept within an object relations model of 
couple therapy that most clearly distinguishes it from other therapy models. It is a 
conceptually very powerful idea, and yet many students of couple therapy find it 
rather difficult to apply clinically. 


Question: Define “projective identification.” Illustrate it from one or 
more couples you have seen clinically. If you are new to couple 
therapy, apply the concept to some other close intimate rela- 
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tionship with which you are familiar, even one you are or have 
been involved in! 


After calming both down, I asked Keith if he interpreted Barbara's efforts 
to make room for his car as a sign of how important he was to her. Barbara was 
surprised to hear Keith speak passionately about feeling completely ignored and 
not truly wanted. Barbara announced that Keith was the most independent per- 
son she had ever known, and she never imagined that he cared about how she 
greeted him. The session also turned to exploring Barbara’s resentment of Keith 
for not helping out more with the kids. Questions were asked to get Barbara to 
question her own independence, and whether the need to be a “Supermom” came 
from her expectations or Keith’s. In analyzing the projective identifications of 
being worthy and asking for help, I defined the themes as being relevant to each, 
rather than faults that lay only in one person. 

In earlier sessions, Keith had told me that the parts of Barbara that he loved 
most were her intelligence, her ability to be affectionate, and her competence. 
I reminded Keith of that discussion, and how unlike that Barbara was to him 
when she couldnt remember or care to pull her car up to the garage. I asked 
Keith whether the things he hated the most were the things that reminded him 
of his mother. Barbara immediately connected the dots and expanded that to 
include Keith’s disdain of her when she started to complain, cry, or “lose it.” 
Keith was able to talk about his resentment of other people’s inadequacies and 
express his feelings about the extra burdens that were placed on him through his 
father’s absence and his mother’s incompetence. 

Keith found it more difficult to speak about how he had managed during 
his childhood when his needs were ignored. At first he just shook his head and 
claimed that he didn’t have any needs that he couldn't take care of himself. I 
asked him how he handled situations now when his children came to him with 
problems and noted the disparity between his childhood and the one he was 
trying to create for his own children. Object relations systems theory recog- 
nizes that identifications are formed not only through direct experience, but also 
through observed family dynamics (Siegel, 2000). I asked Keith to consider what 
his children would learn by watching him trust Barbara enough to turn to her 
for help versus remaining entirely self-sufficient, and Keith became more open 
to working on that aspect of their relationship. 

Barbara was also invited to explore the ways in which she felt able to depend 
on Keith and the times she chose to rely on herself. This theme was connected 
to her tendency to assume full responsibility for child care and her reactions to 
Keith’s demands. Barbara was helped to question the beliefs she had formed 
about responsibility and exposed weakness, based on the contempt her mother 
displayed toward her father. Like Keith, Barbara had also received little compas- 
sion or attunement from a mother who was overwhelmed by hard work and a 
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failed marriage. She often found it difficult to ask for help until she was close to 
exhaustion. 

Our work also focused on Barbara's sensitivity to Keith’s disapproval. Even 
when she tried to rebuff or minimize his complaints, his scrutiny got to her. 
The thing that really drove her crazy was Keith’s tendency to withdraw in a 
gloomy mood of intense displeasure. Keith could remain icy and detached for 
days on end, and Barbara couldn't stand being ignored by him. In reflecting on 
how these reactions fit with earlier experiences, Barbara started to talk about 
mixed feelings regarding being abandoned by her father. Barbara’s mother had 
so much hatred toward her husband that Barbara's feelings of loss and her wish 
to find him had been harshly rebuffed. She had silenced this part of herself for 
years. Barbara also knew how difficult it was to raise children as a single mother 
and had felt extremely threatened by Keith’s recent threats of divorce. His with- 
drawal had made her even more insecure. 

Barbara could also identify the familiar feeling of pressure to be perfect as 
one that she had experienced as a result of her mother’s constant demands. She 
hated Keith’s disapproval because it held the power to make her feel just like she 
used to when she failed to live up to her mother’s standards. His withdrawal and 
disdain created a sense of panic because she thought there was a real possibility 
that Keith might just walk out on her and disappear forever. 

When I asked Barbara what the worst thing would be for her if Keith actu- 
ally left, she immediately spoke of how his ability to truly enjoy life had liber- 
ated her from a world that was previously sterile and mechanical. Keith’s passion 
for music, convertibles, sailing, and hiking had opened her eyes to the way life 
could be truly enjoyed. Without him, her life would be devoid of meaning and 
pleasure. Keith had never before understood his importance in bringing joy to a 
woman who could easily become absorbed by life’s burdens and responsibilities. 
He also recognized that they were alike in not trusting that what they really 
wanted would be freely provided. 

In helping a couple untangle a projective identification or dis-identification, 
I try to engage what analysts call “the observing ego.” Often that means devel- 
oping awareness of intense emotional responses and reflecting on the possibil- 
ity that splitting, flooding, or a projective identification is in play. Couples are 
helped to develop strategies that help them strengthen the boundaries between 
past and present. Keith was receptive to considering strategies that would help 
him remind himself that Barbara was not his mother, even when she acted in 
emotional ways or did something he considered to be substandard. We also 
talked about how much easier he found it to get angry than to open up to Bar- 
bara when he needed something—starting with his wish that she could prepare 
for his homecoming in ways that made him feel important and wanted. Barbara 
was able to see how her response to Keith’s disapproval was fueled by her past, 
and that often she could just ask him to “lighten up just a little” to help keep 
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them both in the here and now. Keith felt that as long as Barbara spoke to him 
in a soft voice, her request for him to lighten up was actually helpful, and not at 
all like being dismissed or criticized. 

Object relations therapy creates the space to safely explore the meaning that 
underlies the partners’ responses to each other. Splitting and projective identi- 
fication usually points to the reemergence of intense unresolved issues. These 
dreaded aspects of the past can confuse the partners’ interpretations of each 
other, leading to a rapid escalation of conflict. Sessions that reduce splitting 
allow for a fuller acceptance of the good as well as the bad and attach the intense 
emotions to past experiences that are flooding the present. When partners are 
able to accept the information their feelings can provide without immediately 
retaliating or discharging them, then the stronger parts of the couple can be 
employed. Helping partners learn to acknowledge and explore feelings helps 
transition away from blame into a position where memories, feelings, and beliefs 
can be unraveled. 


Any behavior therapist would endorse the importance of the therapist’s helping 
partners “transition away from blame” and decrease the level of polarization that 
characterizes so many distressed couples. The same could be said of therapists of 
many other theoretical orientations. 


Question: What does the object relations perspective on marriage and 
couple therapy contribute to thinking about how the thera- 
pist can counteract such blaming and polarization and help the 
couple be better able to manage such painful interactions? 


MIDDLE-PHASE ISSUES 


After a few months of sessions that helped the couple de-escalate and approach 
problems differently, Keith suggested that Barbara quit her job. The couple 
had realized how hectic and stressful it was for Barbara to try to juggle family 
responsibilities with a job that was supposed to offer her one free day per week, 
but rarely did. The kids devoured her the minute she got home, and both parents 
were uncomfortable with the lack of stimulation their caretaker provided. But 
despite her initial enthusiasm, as the weeks went by, Barbara seemed to get more 
irritable and stressed out. The couple's fights escalated again, with Keith blam- 
ing Barbara for setting him up. 

I asked the couple what would be different if the conflict hadn’t resumed. 
They both recognized that the arguments were interrupting a momentum that 
would lead Barbara to become a stay-at-home mom. I then asked them to reflect 
on the meaning that Barbara’s change would create. Barbara was able to identify 
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a profound anxiety about not having her own source of income. She understood 
how opposite it was from the value system her mother had instilled in her and 
also was fearful of committing to a major change especially since the marriage 
was doing so much better now. She shared memories of how depleted and irri- 
table her mother was after she became the sole income earner for the family. But 
even more pressing was the belief that money represented personal freedom. If 
Barbara had her own income, she could leave whenever she wanted. The possibil- 
ity of giving that up was frightening to her. 

Rather than feel threatened by this, Keith was able to openly relate to Bar- 
bara’s ideas about security, money, and personal freedom. He spoke about feeling 
trapped in his childhood home until he could earn enough money to leave, and 
how important freedom was to him. I asked the couple whether they had ever 
talked about this or found ways to acknowledge or provide these things for each 
other. While Barbara claimed that she had encouraged Keith to enjoy things 
before the children were born, it was difficult for her to just let Keith disappear 
when she was left with the full responsibility of three active children. Keith was 
also able to speak about his wish that a less-stressed Barbara would have more 
time to enjoy doing things with him and allow him more personal space to pur- 
sue the things that brought him personal happiness. 

My work during that phase of therapy was to encourage more direct con- 
versation, where the couple could experiment with opening up in a protected 
setting. Each time either of them took a more legalistic or adversarial approach, 
I interrupted to ask them how that position was affecting their partner's efforts 
to stay connected. I helped them locate the point they needed to advocate for and 
asked them to find a way of putting it out as something they needed from their 
partner rather than something they were determined to get for themselves. 

Shortly after Barbara handed in her resignation, Keith began to react to the 
pressure of being the sole financial provider. He became moody and withdrawn, 
and although he initially refused to admit any weakness, ultimately articulated 
the stress that he felt. Barbara related to this with empathy and described her 
own struggle before she had been able to quit her job. This led the couple to 
an open discussion of how personal time and money were the most important 
resources to each. When Keith expressed a wish to have more time to work on 
the novel he was writing as a way to relax and regroup, Barbara was willing to 
carve out a time on the weekend mornings that was just for Keith. 

I followed the couple through the 4-month transition as Barbara adjusted 
to being at home full time. Keith found himself truly enjoying the family din- 
ners that Barbara now had time to prepare and accepted them as gestures of 
his importance to her. The couple’s arrangements for weekend mornings took 
a few months to fine-tune, as it flamed “old issues” in Barbara of being taken 
for granted. However, rather than continue in therapy, the couple felt that their 
initial goals had been reached and planned for termination. They had been in 
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therapy for 8 months and felt that they had acquired specific skills and new ways 
of working things out together. 


RETURN TO THERAPY 


From an object relations perspective, it is impossible to fully comprehend all 
of the triggers that resurrect themes from the past. As life progresses, different 
situations rekindle issues that have been dormant for years. Based on this, the 
couple therapist who uses an object relations—systems approach terminates with 
the couple in a way that reinforces the gains they have made, but also leaves the 
door open for future work if difficulties arise. 

Analytic theories also respect the importance of stress in compromising 
resilience. When Barbara called a year later requesting a “tune-up,” I was curi- 
ous to know what new issues had emerged. Barbara described an opportunity 
to join an arbitration group on a part-time basis and some conflict regarding a 
decision to buy the house of their dreams. What on the surface appeared to be 
wonderful opportunities caused unresolved issues regarding time, money, and 
control to surface again. The former dynamics of criticism, conflict, withdrawal, 
and resentment had returned. 


COUNTERTRANSFERENCE 


The first return session was quite interesting. I felt that somehow I was at fault 
for the couple’s need to return and the angst they were experiencing. I also felt 
that my earlier and present work was being scrutinized by Keith as having been 
deficient. From an object relations perspective, the therapist’s feelings and coun- 
tertransference responses are often shared dynamics that can best be processed 
as a form of projective identification (Siegel, 1995). I used this awareness to 
introduce the theme of disappointment and failure into our first return session. 
Although the couple rushed to reassure me that they didn’t blame me, I asked 
if we could stay with these themes to better understand what they were going 
through. 

Barbara recalled that things had actually gone quite well until they started 
looking at houses. Although they had had similar responses to the homes they 
considered, problems surfaced once they found a house they both loved. While 
Barbara was content to apply for a mortgage and use traditional financing options, 
Keith insisted on transacting a cash purchase for the new house. Barbara’s sister 
had offered to loan them some money, and Keith had accepted. His plan was 
to use their savings and the family loan to buy their dream home, and use the 
cash from the sale of their “old” home to repay Barbara's sister. Barbara had felt 
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unsettled and uncomfortable with this plan, but was not able to get Keith to 
change his mind. When she had admitted to feeling anxious about depleting 
their savings, Keith had attacked her with details he had learned in the for- 
mer therapy regarding anxiety that was a remnant from a financially strapped 
childhood. From Barbara's perspective, Keith had viciously tongue-lashed her 
for having serious psychological problems that “it was time to get over.” Barbara 
had felt crushed by this attack and reached out to a colleague who had recently 
started a local practice and was looking for someone to join her. 

Rather than move directly to the content of the themes or the couple’s pat- 
tern of decision making, I questioned the extent that my experience of doubt 
and failure might be feelings they were also experiencing. Keith took ownership 
of anticipating that his “bad” behavior would be mentioned and that I would 
disapprove. I asked Barbara whether there were ever times when Keith’s scrutiny 
of her might have more to do with things he felt about himself, but needed to 
locate somewhere else. It was true that I was disheartened to learn about Keith’s 
use of “sacrosanct” material against Barbara. Keeping the room safe is central 
to my style of working, and I felt that I had not protected Barbara sufficiently. 
I wondered aloud whether Barbara felt that I had set her up or failed to protect 
her. The themes of these projective identifications were not fully resolved in 
that session, but acknowledged as areas that we needed to consider as we moved 
forward. 

In that session I was also concerned that splitting was once again in full 
force and that this negative cycle would undo the couple’s earlier gains if it 
wasn’t interrupted. In my work with couples, I use the analogy of a file cabinet 
that stores emotionally laden memories. I explain to couples that intense situa- 
tions cause us to open the drawer and pull out the folder where similar incidents 
have been filed. However, when splitting has taken over, things are filed either 
in the “all-good” or the “all-bad” drawer. Like a two-drawer cabinet, when one 
drawer is open, the other automatically locks, so that whatever information has 
been filed there is out of sight and out of mind. Both Barbara and Keith were 
familiar with this approach and were not surprised when I asked them if they 
knew what event had put them in the “bad drawer.” 

When I asked Keith what had happened just before he had lashed out at 
Barbara, he explained that they had been in an argument about financing the 
new house. In his opinion Barbara was stubborn and exerting unfair power by 
threatening to return her sister’s loan and refusing to sign the closing docu- 
ments. If they didn’t move quickly, the couple would lose their down payment, 
and Keith was furious that Barbara was willing to cause a substantial financial 
loss and destroy a plan that had taken months to arrange. 

Although Barbara was the person being accused of overreacting, I proposed 
that we look at the meaning of money to both. When partners are ensconced in 
competing needs, they tend to refute each other’s position rather than attempt to 
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consider the value or importance of a different perspective. Opening up related 
areas from the past helps the couple comprehend the forces at play, but the 
therapist must work to create a shift that allows the couple to empathize with 
each other without believing that will be perceived as an agreement to abandon 
their own needs or position. For this couple it was particularly important, as 
their legalistic training prepared them to refute opposing arguments in an effort 
to “win.” I reminded them that creating a strong marriage was probably a more 
important goal than buying a nice home they could fight over in a divorce. If 
an adversarial couple can learn to focus on trying to help each other feel heard 
and acknowledged they discover that there is room for both. When defenses 
can be softened, the couple can usually find solutions and compromises that are 
unimaginable in an adversarial stance. 

I asked Barbara to talk about her childhood and the meaning of money 
to her mother. Money in the bank had provided emotional security to all the 
women in Barbaras family and remained a necessity to Barbara’s sense of emo- 
tional well-being. She used her awareness of the money in her savings account as 
a frequent antidote to anxiety and insecurities and felt terror at the thought of 
that account being stripped. We talked about possible contagion of feelings and 
the likelihood that her mother may have passed intense anxiety about making 
ends meet to her young daughter. We also considered how her mother’s pessi- 
mism and her father’s disappearance may have led to a belief that good things 
could be snatched away forever. Finally, we looked at the relationship she had 
with her sister, and how borrowing money acknowledged her sister's financial 
wealth and a role reversal of caretaking. 

Keith’s response to my inquiry was initially factual and logical, with ref- 
erence to long-term interest waste and overall financial strategies. It was more 
challenging to get him to reflect on the emotions that were related to financing 
the house and his intense reaction when Barbara refused to comply. I offered 
that it might have something to do with the meaning of owning his own home 
outright, or something to do with being controlled by a woman. 

When I initiate exploration of the meaning behind a response, I do not nec- 
essarily know what aspect of the past has been revived. I am fishing for connec- 
tions that will either take hold as I offer a linking interpretation or be discarded 
as irrelevant to the situation. My goal is to help partners hold on to a feeling 
until its tie to the past can be understood. 

In this instance, Keith was willing to explore all possibilities. When I asked 
him what the new house meant to him, he spoke about how eager he was to 
leave his current neighborhood and the “redneck” idiot who lived next door. At 
the same time that he aspired to live in the more gracious part of town, he was 
uncomfortable at the thought of being scrutinized by the wealthy doctors and 
investment bankers who lived there. Given his family background, I asked Keith 
to talk about his experience of attending a prestigious university where most 
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students had their tuition funded from family wealth. At first he was reluctant 
to discuss his discomfort about his reliance on scholarship and a part-time job, 
but was eventually able to talk about the part of him that was ashamed of his 
family’s financial standing and the part of him that detested snobs who unfairly 
judged less fortunate people. This conflict was painful and also caused friction 
between them. In the past, Barbara had either ignored his provocative comments 
or acted as a peacemaker to smooth over any waves Keith’s statements created. 

This level of work opened up core issues for both partners. Barbara had not 
yet fully understood the dynamics of children of alcoholics that pressured her to 
comply in order to avoid Keith’s anger and her tendency to act as a peacemaker. 
Keith had avoided looking at parts of himself that were twisted in a no-win 
conflict, as both held aspects he despised. Keith’s remedy of purchasing the new 
house outright was an attempt to raise himself above this conflict, so that he 
could look wealthy neighbors in the eye from a vantage point of fully owning his 
right to be there. Barbara’s refusal to agree to the compromises this necessitated 
made him feel the hatred he had harbored against his mother who had created 
obstacles to prevent him from accepting the scholarship that would improve 
his life, but take him far away from her. Barbara’s need to prioritize her need 
for emotional security by keeping their savings intact seemed the same as his 
mother’s style of using him to remedy her neurotic anxieties at his expense. 

The process of exploring these themes took several weeks, as the goal was 
not only to intellectually understand, but to allow the couple to validate and 
show compassion for each other. During these sessions, the focus was not on the 
decision that had led to the rupture, but on the underlying issues it had raised. 
The work also focused on the adversarial stance and the actions and threats that 
had challenged the trust they had established in their earlier therapy. I asked 
them each what was needed in order to forgive and move beyond the damage 
that had been done. Barbara needed Keith to apologize for his attack and prom- 
ise that the sensitive parts of her life that were shared in therapy would never 
again be used against her. Keith needed Barbara to acknowledge that he had 
been willing to sacrifice important things in order to make her life happier, and 
that he needed to believe that if it came down to it, she would be willing to do 
the same for him. 

This was a difficult time in therapy, with competing needs equally rooted 
in deep-seated dynamics that were painful to explore. However, rather than 
continue with the challenge of working through old anxieties and resentments, 
Keith proposed that he take an early draw from his law practice in lieu of forth- 
coming bonus compensation. If Barbara would agree that they could spend half 
of their savings on the purchase of the new home, they would have enough to 
close the deal. Barbara thought this was a brilliant plan that addressed both of 
their needs. The excitement of buying their dream house and the decorating, 
packing, and moving that suddenly lay ahead completely took over the room. 
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They announced that everything was now perfect, and that they could return to 
their preferred way of relating. 

I saw this as a creative resolution of their immediate problem, but a pseudo- 
solution to the dynamics that had been revealed. Their instant return to happi- 
ness raised my concern that by focusing on the happy things they could pretend 
they were doing well, even though they had not fully reestablished trust. I felt 
stuck between an urge to allow them to flow with their flight into health, versus 
a sense of responsibility to hold them in therapy until we could more thought- 
fully defuse the issues of esteem and security that had erupted. By this time, the 
couple’s second round of therapy had lasted 6 weeks, and they were impatient to 
put their time and money into moving forward. 


TERMINATION 


In reading this case, it is possible to focus on the good work that was done 
in creating awareness of splitting, defensive patterns and new ways of getting 
needs met. However, the couple’s decision to terminate at this point seemed 
like a resistance to deeper work as opposed to an acknowledgement of sufficient 
gains. Why was I more able to let them go the prior year? The underlying issues 
were as apparent to me then as they were during the second round. Perhaps 
my need for Keith and Barbara to grapple with these deeper issues was part of 
the couple’s own struggles. My tendency to take on Keith’s initial feeling state 
was most likely being repeated now in the discomfort of knowing that there 
were hidden vulnerabilities just below the surface. My sense of duty to protect 
Barbara had been raised, but not untangled. Perhaps Barbara preferred to keep 
me as an untarnished resource, but in so doing was denying her anger at my 
failings. 

I offered these reflections during our discussion about termination, but 
somehow Barbara and Keith seemed joined in a way that strengthened their 
likeness to each other through difference to me. By insisting that they were 
pleased with the way things had turned out, they could leave the parts that 
contained weakness or shame in my office and bring only their confident parts 
to their new home. Ultimately, I supported the gains they had made and left 
them with the offer that my door continued to be open to them whenever they 
might need it. 


REFLECTIONS 


Psychoanalysis was once described to me as the process of peeling layers off an 
onion. While this hardly describes the approach I take in working with couples, 
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it does raise the question of the therapist’s responsibility in establishing goals for 
a couple that they are not interested in pursuing. There was a time in my work 
with Keith and Barbara when they experienced my approach to their personal 
and relationship problems as helpful, and a time when they both chose to leave 
the hidden layers of their marriage alone. 

In reviewing my work, I ultimately return to the importance of the holding 
environment. In the second round of therapy, I never had the full trust of either. 
Although I acknowledged my part in providing Keith with ammunition that 
was used against her, Barbara never fully regained her trust in the process or in 
my ability to protect her. Although I presented self-knowledge as a way of creat- 
ing choice, Keith did not feel supported enough to risk exposing things that I 
might condemn in him much the same way he would condemn others. 

As family therapists we struggle with the responsibility of providing the 
focus and tools for the work and for knowing when the work is complete. Sys- 
tems theory posits the endpoint as the family’s ability to establish a better equi- 
librium and return to their life cycle stage with resilience. The family’s ability 
to function in an improved manner is sufficient proof of the therapy’s success. 
Object relations theory uncovers themes and dynamics that may never be fully 
resolved, obscuring the possibility of true completion. 

Two years have passed, and I have not heard from the couple again. I may 
never know whether they were wise in their decision to move ahead, or whether 
the issues that had not been resolved to my satisfaction led to other disruptive 
episodes. Perhaps, at the end of the day, the therapy I provided was simply “good 
enough,” and that under less stress, the gains they made will prevail. 


In this book, several therapist-authors express similar feelings and personal reflec- 
tions on their clinical work. They see the possibility for more change in the couples 
they worked with than their clinical situations allowed. 


Question: How do you struggle with wishing you could have “done more” 
with couples you have worked with? What has helped you, or 
might help you, be more accepting of the limits of couple (or any 
other kind of) therapy? Or of the limits that some people put 
on their own goals for change? 
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CHAPTER 8 


El Tigre, El Tigre 


A Story of Narrative Practice 


VICTORIA C. DICKERSON 
KATHIE CROCKET 


I. is pouring rain and already dark, a late Friday on a typical California wintry 
day. I (VCD)! have been in my office all afternoon, and as I walk into the wait- 
ing room to greet Mari and Steven, I am also thinking about home, a warm fire, 
and a hot meal. 

It is 5 years since Mari and Steven were last here, a year after they’d had 
their first child. I remember thinking at the time how wise it seemed of them 
to seek help at that point in their lives. Often couples struggle with how to 
negotiate their relationship when a new member, particularly an infant, enters 
it (Hare-Mustin, 1978). We met six times over 4 months. Committed to their 
relationship, they seemed pleased with the outcome, understanding more of the 
transitions they were engaged in, and working for and valuing kindness and 
acceptance in their relating. 

I wonder why they are returning now. From the brief information I asked 
of Mari when she phoned for the appointment, I know they now have two boys, 


'We have written this chapter in Vicki’s voice in order to tell a story of day-to-day therapy practice 
with couples. The practice story it tells, however, has been crafted by both of us as authors in ways 
that have enriched both our practices and the therapy represented here. 
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ages 6 and 4; Steven continues in a good job at a Silicon Valley high-tech com- 
pany. Although she is licensed as a marriage, family, child therapist, Mari does 
not have employment outside the home. When Mari called me a week ago, she 
seemed to have been crying, but I did not pursue the reason for the appointment, 
preferring in couple therapy to hear from each member of the couple in the pres- 
ence of the other. The exception to this practice is when I hold concern that there 
might be gender-based violence that would make a woman’s speaking unsafe: 
from my earlier contact with Mari and Steven I decided this was unlikely, so I 
scheduled the initial shared meeting. 

As I go into the waiting room I notice first that Mari and Steven are sitting 
apart from each other, Steven looking grizzled and Mari exhausted. We have 
a Friday afternoon appointment so that Steven can come right from work and 
Mari’s mother can watch the boys. As we walk toward my office, I say, “It’s good 
to see you two; I appreciate your calling me again.” Neither responds as they 
walk into my room and sit down. 

I prefer to do the formalities of professional disclosures over the phone and 
by sending written material. That way I can engage with people’s experience 
from the outset of our first meeting. I ask Mari and Steven if they have any ques- 
tions from our phone conversation or the written work, then I begin, “Although 
there must be some trouble or you wouldn't be here, I'd appreciate it if one of 
you would catch me up, in general, on the last 5 years. I know you have two 
boys now, and I wondered if you’d give me a quick update on what's happening 
in your lives.” 

I almost always start with what I call a “thumbnail sketch” of people’s lives, 
because I believe that people are more than the problems that bring them to me. 
Mari graciously offers a response to my inquiry. She is deferring her professional 
career until both boys are in school, although she says she is getting ready to go 
back to work sooner rather than later at this point. They bought a bigger house 
when their youngest son, Carlos, was born. She says John, their oldest, is enjoy- 
ing being in first grade—a “real” school, he calls it. Steven takes up the story, 
saying that both boys like to play ball, and since he had been a semi-pro baseball 
player as a young man, he is looking forward to their being in Little League 
sports. John is already signed up for T-ball. 

At this point in the conversation, Mari speaks again. “But all that is not 
what we are here for. Things really are not OK even if that makes it sound like 
they are. Steven will talk about the kids and ball games all day to avoid. That 
would be OK with him. But it’s not OK with me. It’s gotten really bad. I don’t 
know why, but Steven never pays attention to me or to what my needs might be. 
As for the boys, he will pitch in and play ball any time, but he doesn’t pitch in 
and help with the boys in the mornings or bedtime or going out on weekends— 
or help around the house. I’m worn out and fed up, and he doesn’t notice that 
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we aren't ever intimate any more. It’s like he doesn’t even bother noticing me at 
all.” 

As I am about to respond, Steven quickly joins in: “Mari’s damned right.” 
He says that of course he can’t fill her needs and that he isn’t much interested in 
doing so. “She is far too emotional and over the top with her demands, as you 
can hear.” 

This quick exchange and Steven's positioning me as allied with him has 
me thinking of Michael White’s (2004, p. 4) comment on the reproduction of 
patterns of couple conflict from the outset of the therapy: “On these occasions 
it is common for therapists to find that things start off badly, then get worse, 
then deteriorate even further.” My recall of the rueful irony of White’s comment, 
alongside Mari and Steven’s exchange, focuses my full attention on the interac- 
tional pattern that has just played out before me and my responsibilities to shape 
this therapy conversation. Mari and Steven appear to have reached an impasse 
in their couple relationship, and I immediately consider how my next response 
might be attentive to both relational pattern and the wider social and relational 
context that have produced the impasse (White, 2004). 

I experience a brief moment of sadness that it is 30 years since Rachel Hare- 
Mustin’s (1978) observation of the limiting effects of the birth and subsequent 
care of children on the possibilities for egalitarian heterosexual relationship and 
for intimacy. Thus, at the same time as I move towards the uniqueness of the 
story unfolding as Steven and Mari begin to speak about their difficulties, I hear 
its resonance with stories told before by other heterosexual couples, and readily 
available in the wider culture. 


NARRATIVE THERAPY 


Feminist family therapy highlighted the potential for family therapy to repro- 
duce social injustice and the oppressive conditions in which distress has arisen 
(Hare-Mustin, 1994; Waldegrave, 1985). Narrative therapy emerged from a 
similar concern for the politics of therapeutic practice (see White, 1997, 2007). 
In narrative therapy this concern is expressed in two overlapping fields: first in 
attending to the playing out of relations of power between therapist and clients, 
and second in understanding that problems are produced through clients’ posi- 
tioning in wider cultural stories, or discourses (White & Epston, 1990). Thus, as 
a narrative therapist, I hear already how cultural stories of gender (gender dis- 
course) appear to be shaping the difficulties that have brought Mari and Steven 
to therapy (the second field, above), and so the stories they have available to tell 
about themselves as a couple. However, I hold this idea with some tentativeness, 
wanting to co-research (Epston, 2001) with Mari and Steven what their par- 
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ticular experiences are. This is the first field of the politics of narrative practice; 
my interest in co-researching comes out of a social constructionist concern for 
how knowledge gets made and used. Writing of taking this co-researching posi- 
tion in leading groups for women who have been subject to domestic violence, 
Crocket, Kotzé, Snowdon, and McKenna (2009) suggested that “[w]hilst we hold 
to the value that violence is not OK, we do not hold certitude about how other 
women should find their ways towards safety” (p. 33). They wrote: 


Although we have knowledges of the wider political landscapes in which women 
live their . . . lives, we do not know the particularities of an individual woman's 
experience. Our doubled task is to both know the politics, and hold our know- 
ing tentatively, so that we are positioned as participants in the co-construction of 
women’s knowledge for living their lives. (pp. 39—40) 


Thus in narrative practice I think of my task as first coming to understand 
how Mari and Steven understand the relational problem: I want our shared lan- 
guage and understandings to be “experience-near” (White, 2007), that is, to be 
understood by us all on terms that “fit” for them. I hold in mind the “maps” of 
narrative practice offered by Michael White—who, with David Epston, origi- 
nated narrative therapy (White & Epston, 1990)—as I use inquiry to research 
together with Mari and Steven the effects of this problem in various domains of 
their life. My role is to research with them the particularities of their experiences. 
While the central focus of my inquiry is on the effects the problem is having 
on their couple relationship, I also expect our conversation to range across the 
effects of the problem on parenting, work, their wider families, how the problem 
has them each thinking about themselves, and other aspects of life. I am guided 
by the couple in terms of the domains that are relevant to them. 

This practice of collaborative yet political co-research is one of the reasons 
I came to practice narrative therapy. It supports me in staying clear of taking a 
professional position of acting on those who consult with me and imposing on 
them norms that are not of their making or selecting. 

On the basis of our shared exploration of the effects of the problem on vari- 
ous domains of their lives, I then invite the couple to evaluate whether this is OK 
by them and how they come to make this evaluation (see White, 2007). What 
values do they bring to this evaluation? How do they come to be making such 
an evaluation? It is my experience that these conversations help couples distance 
themselves from the problem and take a position in relation to the problem. As 
they do this, their preferences for their lives become less obscured by the prob- 
lem and also more available for co-researching. Events outside the problem story, 
“unique outcomes’—a term borrowed from Erving Goffman (White & Epston, 
1990)—take on new significance. Couples can then come to take a position on 
what they want for their lives together. 
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Systems thinking was an early influence on my work (Zimmerman & Dickerson, 
1994), and I carry its flavor into the overall narrative therapy orientation of my 
practice (Neal, Zimmerman, & Dickerson, 1999). While systems thinking is 
epistemologically different from narrative therapy (White, 1995), like Hayward 
(2003) I have “deserted some systemic practices, kept some on, and acquired 
some new ones” (p. 185). For example, I continue to be interested in pattern 
(Zimmerman & Dickerson, 1993a, 1993b). Thus I want to explore with Mari 
how she conceptualizes the problem and also with Steven how he conceptualizes 
it. We go on from these understandings to identify and explore the problem pat- 
tern and how it creates a problem between them. As we do this, I work to exter- 
nalize both the pattern and the problem that has inserted itself into the couple 
relationship and between the couple. This move, of engaging in externalizing 
conversations that separate persons and problems, is central to narrative therapy 
practice (White, 2007). In couple therapy, externalizing conversations create pos- 
sibilities for couples to begin to move out of patterns of reciprocal blame (Sinclair 
& Monk, 2004) and toward speaking of shared hopes and purposes. 

In my experience, couple therapy can last 2 months or 2 years, depending 
on how much the problem has captured the couple. Often, a seemingly small 
move in therapy can turn a couple toward their more preferred future: they 
access shared values that had temporarily become invisible; they “re-remember” 
(see White, 2007) what it was that connected them in the first place; they join 
together to face a common problem. Any and all of these can occur when there 
is enough separation from the problem. 


Narrative therapy’s idea of “externalizing” problems appears to be similar to the 
Integrative Behavioral Couple Therapy (IBCT) idea of “itify’ing” problems (see 
Morrill & Cordova, Chapter 15, this volume), although in many ways, the two 
models of couple therapy are quite different. 


Question: Compare the use of “itify’ing” and “externalizing” relationship 
difficulties in narrative couple therapy and IBCT: How are they 
introduced into the therapy process? What is the overall role 
of these techniques in these different models? Are these just dif- 
ferent words for the same thing, or do these apparently similar 
interventions operate quite differently within the context of the 
clinical theory from which they come? 


I typically meet with a couple for a session and a half (75 to 80 minutes) 
and usually every other week. Sometimes life interferes and a month can go by, 
or they go on a vacation and don’t return for 2 or 3 months; often, when things 
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are going in a preferred direction, we intentionally space the sessions further 
apart and/or meet for a shorter time period (50 minutes). Usually we all notice 
when the couple is ready to transition into what I call “virtual” therapy, that is, 
they think about and imagine what our conversation would be without meeting 
with me. Also, once people leave therapy, I suggest they “keep their eye on the 
prize”: what do they want to have happen; how do they turn around problem- 
filled events; what skills and competencies do they notice they are accessing? At 
times, couples return when an event occurs that they have trouble figuring out, 
and they want another perspective to help them navigate through their lives. 
Hoffman (1981) called therapy “episodic,” and that is what I have found to be 
the case. Let us return, then, to this next episode of therapy with Steven and 
Mari. 


People often enter therapy at developmentally and transitionally significant points 
in their relationship, and they certainly do not do so at random times. Responses 
to the question “Why now is this couple seeking therapy?” can be extremely 
illuminating and useful. 


Question: The simple question “Why now?” subtlety and indirectly has 
many embedded or implied questions within it. Which ones 
come to mind for you? What are the most likely “whys”? In 
what ways is the “now” an important qualifier? 


SITUATING THIS EPISODE OF THERAPY 


When we met 5 years earlier, I learned something of Steven and Mari’s individ- 
ual and shared histories. Before I meet with them now, I review my notes from 
that time, recalling these histories. 

Mari and Steven met at a weekend retreat sponsored by the local diocese, 
where they both attended their respective churches. They married in the Catho- 
lic church in the town where Mari had grown up. For Mari’s Mexican family 
this wedding represented something of their daughter achieving an American 
dream. Steven, too, grew up in California; like others from his social group, the 
American dream was so taken for granted as to be unnamed and invisible. Mari 
and Steven had been together and married for 3 years when I first met them for 
therapy. 

Mari is an immigrant from Mexico; her parents came to California when 
she was only 2 years old. They worked in the fields and were able to save enough 
money to eventually buy a home and raise a family. Mari is the oldest of five 
children. I learned from Mari that her parents have strong ties to the Catholic 
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religion: all their children were brought up with strong Catholic values to which 
they continue to adhere. They go to church regularly, bring up their children in 
the faith, and live in committed marriages. 

Mari’s parents’ wishes that she get a good education became hers. She went 
to college and then to graduate school in a mental health field. After graduation, 
she worked for her professional license, and then practiced for 2 years in northern 
California. 

Steven told me that he is the youngest of three children. He has two older 
sisters and says he was “well taken care of” growing up. His mother and his 
sisters “doted” on him. He studied business and computer technology, without a 
specific career plan. When he graduated, the “dot-com” industry was booming, 
so he got a high-tech job in Silicon Valley. His company was a robust one and, 
being good at what he does, did not experience any layoff. 

Steven does not particularly identify in terms of his race/ethnicity. He says, 
“I am an American,” his whiteness invisible to him. His claim that he is an 
American pains Mari: “I’m American, too,” she says. She thinks he should know 
more about where he comes from, about his culture. These ideas do not take 
his attention. When we last met, I had wondered whether I had sufficiently 
addressed the intercultural aspects of this relationship. I remembered that I had 
consulted with a colleague about this at the time. Before meeting with Mari 
and Steven, I remind myself to listen for how stories of ethnoculture play out for 
them, who speaks these stories, and with what effects. 

In our previous meetings, Mari made clear her commitment to marriage 
and her strong beliefs about how her marriage should be. Hers and Steven’s job, 
she said, is to raise good children and to treat each other with love and respect. 
She carries forward this strong thread of her parents’ story from their culture, 
at the same time as her advanced education and professional career offer a new 
storyline. She spoke then of expecting equality in her marriage relationship, 
positioned favorably by her education and professional experience. 

When their first child was born, and Mari and Steven both decided that she 
would take time out from work, the economics of this aspect of the American 
dream were perhaps visible to Mari in a way they weren't to Steven. Our earlier 
therapy had focused on their hopes for their family life now that they were par- 
ents; the importance of family was a value they both readily articulated. 


BEGINNING SESSIONS 


I find therapy to be circular, not linear, although it does continue to go forward 
even as problem stories hold on tight. My introductory invitation to Mari and 
Steven to catch me up on the years since we had met quickly took us into the 
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present and the specifics of why they were there and why at that particular 
moment. 

As we begin, I have a conversation with one person for some minutes and 
then with the other, long enough so that the perspective each person holds 
becomes clear. As we have seen above, however, it quickly appears that if I am 
not to be a bystander to patterns of interaction that are familiar to Mari and 
Steven, I must actively position myself as a witness who contributes to shaping 
this conversation on other terms. The idea of witnessing is central to narrative 
therapy (Weingarten, 2000; White, 2007); as a therapist I am an audience to 
Mari and Steven's relationship. My responses are likely to have real effects in 
their lives. I thus want to influence this conversation from the outset. Looking 
clearly at them both, I say: 


“Iam sorry to hear that in the time since we last met things have become so 
distressing to you both. For starters, I’d like to ask each of you some more 
about the difficulties. Would that be OK with you both—if I ask each of 
you some questions in turn?” 


They both nod in agreement, and I look at Mari, who picks up my cue: 


MARI: For a long time after we met with you previously, Vicki, we practiced 
what we learned in therapy. We really tried to be kind to each other, to 
just accept each other, and to get past the arguments we had. But we've 
increasingly become disconnected. Steven just doesn’t seem interested in me 
anymore, not sexually, not about what I’m doing and thinking. His main 
connection is with the boys . . . and, of course, always with sports or work, 
not with me, not at all. 


VICKI: The carryover from our previous conversations—kindness to each other 
and accepting each other—this supported you in getting past arguments. 
Seems like you might say that the problem now is “disconnection,” some 
“loss of connection’? 


I underline the shared values and preferences of which Mari had spoken— 
kindness, acceptance—and then focus on what had been lost: connection. 


MARI: Well . . . yes. I just don’t think Steven wants to be with me anymore. 
(Starts to cry.) He’s just not present. He was gone on a business trip the first 
of the month, and it was almost a relief. At least, he had a reason to be 
absent. 


VICKI: You didn’t experience the loss when he was actually gone? 
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MARI: Not so much. No reason to. The boys and I do fine. I can take care of 
myself, and I don’t have the same longing for closeness or the same expec- 
tation that he do his share. Don’t get me wrong; he’s very present to the 
boys and makes sure he does stuff with them. But I don’t count, that’s for 
sure .. . (somewhat angrily). 


Mari seems to experience both sadness and anger, so I want to check that 
out with her, taking care that I am not “ahead” of her. One of my clients said 
that working with me is “like two people following.” She told me that she meant 
that I try hard to follow my clients and then, even if I think they're leading, 
they're also following the questions I ask and the comments I make. 


VICKI: Would you say this loss has the effect of both sadness and anger for you, 
or one more than the other? 


MARI: Both, probably, but right now I’m very, very sad. 


VICKI: So, more sadness . . . 


Since Steven’s initial contribution I have not invited him into the conversa- 
tion, and I did not want him to experience himself entering the conversation 
through protest as he had previously. So I ask, “Steven, I'd like to talk with Mari 
just a bit longer and then talk with you. Is that OK?” “Yep,” he replies, his voice 
a little softer. 

Mari and I have an externalizing conversation about the problem of /oss of 
connection and the effects on Mari of sadness and anger. I ask Mari how these 
effects might have even further effects on how she thinks of herself. Mari speaks 
of how she not only doubts who she is and what she wants but also her ability to 
pursue her professional career as a therapist herself, in the future. The problem 
isnt to do with her identity as a mother: she knows she is doing a good job of 
taking care of her sons. However, 6 years at home is a long time, and she is start- 
ing to think of herself as “just a wife and a mother’—and this is not what she 
wants for herself. She says, “I never thought Pd end up this way. This wasn’t my 
plan for my life early on.” 

So often I hear from women who are wives and mothers how they experi- 
ence invisibility, how their work doesn’t “count” (Waring, 1999), and that they 
experience diminishment when their husbands don’t acknowledge their contri- 
butions. I hold this thought as we continue. 

I ask Mari how this problem might be affecting her relationship with her 
kids. She replies: “I don’t begrudge my boys their relationship with their father. 
I am delighted, and I know how much he cares for them. But sometimes I feel 
like he loves them more than me.” She cries again as she says this. 
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I turn now to Steven, acknowledging that he has been listening for a while. 
I start with Mari’s reference to this earlier preferred identity and performance as 
a couple. 


VICKI: Steven, Mari said that for some time after you were here 5 years ago there 
was kindness and acceptance between the two of you. Would you say that, 
too? 


STEVEN: Yes, those things were there, and I guess they are probably still underly- 
ing our relationship somewhere in all this mess. I keep waiting and hoping, 
even when we argue. But you've heard what Mari just said about her being 
angry with me so much. 


I notice that although I had used externalizing language (White, 2007) in 
speaking about the anger and sadness Mari was experiencing and about anger and 
sadness as an effect of /oss of connection, Steven’s speaking continues the familiar 
internalizing story that Mari is angry with Steven. Externalizing conversations 
break familiar language patterns and ways of thinking about people and prob- 
lems as they create separation between people and problems. I continue with a 
gentle use of externalizing language. 


VICKI: What is your connection with kindness and acceptance in your relationship 
with Mari that you say you keep “hoping and waiting” now? {I stay as close 
as possible to Steven’s words; in this way I use language that is “experience- 
near” (White, 2007).} 


STEVEN: We're good together. We've got no real worries—my job is secure; the 
boys are great; we both love them so much; we’ve got a lovely home. She just 
won't accept that. She always wants more. 


VICKI: Is this wanting more perhaps what Mari described as /oss of connection, Ste- 
ven? Or is it something else? How would you describe these difficulties? 


STEVEN: She’s always so upset and I just continually feel criticized. According to 
her, I can’t do anything right. 


VICKI: Upset and criticism. Is that what happens when she experiences absence, 
not presence? Is there a connection, do you think, between absence/not pres- 
ence and upset and criticism? 


In my inquiry I respond to the possibility of a pattern here—Mari perceives 
absence, an effect of which is upset. Steven perceives upset as criticism, an effect of 
which is that he further absents himself. I notice the strength of the hold of the 
problem story: Steven moved quickly from what he saw as good in their relation- 
ship and from the story of kindness and acceptance to the current difficulties. 
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STEVEN: I guess so. I have tried to stay connected to her. I’ve tried. But no matter 
what she just yells at me, and that pushes me away. Why would I want to 
be close to her when that happens? 


As Steven speaks, I continue to think about what the problem/pattern might 
be here: upset and perceived criticizing invites absence, and absence invites con- 
tinued upset and criticizing—and vice versa. This pattern/problem can go in 
either direction. The effect of this pattern is an experience of loss of connection, 
which takes Mari and Steven away from their previously identified preferred way 
of being: to treat each other with kindness and acceptance. This tentative identi- 
fication of what the couple is experiencing is, however, not an indication that the 
work is easy or facile. Members of a couple can feel such distress that they focus 
only on what the other is doing wrong or doing to them. 


It is common early in couple therapy for partners to see their relationship prob- 
lems as caused by the other person, and this phenomenon is recognized by virtu- 
ally all models of couple therapy as a dimension of the couple’s relationship that is 
important to understand early in treatment. 


Question: Select two or three different methods of couple therapy and 
consider how they differ in their understanding of this mutual 
blaming pattern. How do therapists from these schools of 
therapy address this problem? 


They see the problem as some deficit in the other, as a loss of love and/or 
respect. Once that attribution is made, each person may find it extremely dif- 
ficult to notice that the problem is affecting them both, or to notice the other's 
good intentions. These understandings of deficiency in either individual or the 
couple come out of readily available psychological discourses (Sinclair & Monk, 
2004), and as a narrative therapist I want my conversation with a couple to take 
us beyond the “known and familiar” accounts of individual fault and blame 
and into what might become “possible to know” (White, 2007, p. 263). Narra- 
tive therapy “troubles’—that is “disturb[s}’ (Davies, 2000, p. 14) — taken-for- 
granted cultural discourses that are at work almost invisibly in our lives through 
a gentle process of co-research as demonstrated here. 

Thus as I tentatively hold my thinking about pattern, I also am thinking, in 
these beginning sessions, of the discourses that might be producing distress for 
Mari and Steven. For example I am noticing the cultural story of good marriage, 
produced within wider patriarchal discourse, which further produces ideas about 
a good wife and a good husband and thus captures each person into ideas about how 
relationships “should” be. 
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My task is to help the couple begin to separate from the problem so that 
they no longer see it as some deficit in the other, as a lack of love or a lack of 
acceptance, or a deficit in themselves, as not competent in relationship. In part 
I will do this by asking questions that “trouble” the cultural stories about what 
being a heterosexual couple in the 21st century means where those stories con- 
tribute to the difficulties Mari and Steven are experiencing. Thus I engage in dis- 
cursive listening, that is, listening for the ways in which, for example, the domi- 
nant gender story of men as good providers leaves this couple vulnerable. I take 
this inquiry in gentle, small steps (“scaffolding”; White, 2007, pp. 263-290), 
staying close to what each of them is telling me. In this first session, I continue 
to inquire of both Mari and Steven, working toward a shared understanding of 
the problem expressed in experience-near language. For now, we agree to call the 
difficulty the absence/upset problem. 


Of course, therapists do work with couples in which there is a lack of love or 
acceptance, or in which one partner does have significant relationship difficulties 
that go beyond this specific relationship, or in which one partner struggles with an 
intrusive psychiatric disorder. None of these need to be seen as “deficits” in order 
to acknowledge the roles they play as characteristics of the individuals that have 
major effects on the couple relationship, albeit recursively. 


Question: How can acknowledging, and clinically addressing, the role of 
salient individual characteristics that strongly influence couple 
relationships in unfortunate ways be incorporated into the 
narrative therapy perspective on the nature and meaning of 
problem definition? 


I ask Mari and Steven about how the absence/upset problem (which I concep- 
tualize as a relational pattern) is affecting them: how it has each acting toward 
the other and thinking about the other; what it has them believe about their 
relationship; what effects it has on their shared parenting; how it affects their 
relationships with friends and family; and how it interferes in their everyday 
lives. At times I speak of “this wpset/absence problem” and at other times I speak 
of “this pattern,” and I continue to listen for the language Steven and Mari use. 

It is some time well through our second meeting that I ask Steven and 
Mari about how the absence/upset pattern affects their parenting. Steven speaks 
first, saying that he thinks that sometimes the problem has Mari “missing out,” 
because as a dad he does lots of roughhousing with his boys, and they play ball 
together a ton, and he loves reading to them. 

“Where is Mari when you're roughhousing, or playing ball or reading to 
Carlos and John?” I ask Steven. As I write this now, I wish I had asked him about 
“Mari missing out.” As a narrative therapist, I work to engage in a kind of radical 
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listening for what is “absent but implicit” (White, 2000) in someone's speak- 
ing, listening for “a possible ‘duality’ in what appears at first to be a singular 
description [White, 2000, p. 36} (Crocket, 2008, p. 505). Absent but implicit 
in Steven’s speaking of Mari “missing out” is the possibility of care, in his notic- 
ing Mari’s separateness. Had I responded by inquiring what Steven thought of 
Mati missing out, the conversation might have taken a different turn, perhaps one 
that researched an alternative story of Steven's presence. 

Steven pauses before responding to my question: “Often in the kitchen. I 
guess I think I’m helping her as well as having fun—keeping the boys out of her 
hair—she just seems to have had enough of them by the time I get home. Not 
that I always feel like playing when I get home from work.” 

I notice shadows crossing Mari’s face, and I immediately ask her what she 
would say about the effects of the absencelupset problem in their parenting. She 
replies, “That’s just it. Steven is a great dad—he loves the boys—if being a dad 
is just about having fun. But even that gets us arguing. He would say that I want 
too much, but I would just like him to, one, help some with dinner and, two, 
do some things with the kids that are practical and that include me. We argue 
about this all the time.” 


VICKI: Would you say the wpset/absence problem has got itself woven into your 
parenting, Mari? 


MARI: Yes, in that we argue about it a whole lot, but I don’t think the kids suf- 
fer. It’s me who bears the brunt of it. Like last night, I had just had enough 
by the time Steven got home. Carlos had been pretty clingy and out of sorts 
all day—he’s got a cold. I’d stayed home instead of going to my book club, 
and was just waiting and wishing for Steven to get home to get some help. 
He was late, once again, and the kids were finishing dinner when he got in. 
So I was pretty much gritting my teeth to get through to getting the kids 
to bed. I just went to the kitchen and left him to it. Carlos was so grumpy; 
I thought it was his father’s turn. Steven could get him to bed. 


While I believe that rehearsing of the facts of difference is generally not 
helpful, I listen to Mari’s account, if only to witness the struggle of her daily life 
as a mother of young children. 

The idea of turn-taking that Mari offers is another possible relational pat- 
tern, a possible alternative story of relationship. I am interested in inquiring 
about turn-taking as a relational practice, and ask, “In thinking that it was 
Steven's turn last night, Mari, is this a practice you and Steven use, to take turns 
with the children, or did you want it just last night with Carlos out of sorts?” 
There is a pause, and Mari replies, “I’ve never thought about it, really. I just 
know that last night I needed Steven to take his turn.” 
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VICKI: What about you, Steven, would you say that taking turns with the chil- 
dren is a practice you and Mari use, or would you say that it was particular 
to last night, when Carlos had such an out-of-sorts day, this idea for you to 
take a turn? 


STEVEN: If I am honest, Vicki, as I came up the drive I looked upstairs hoping 
that the kids would be in bed. I was whacked. But I came in and could feel 
that “gritted teeth” thing that Mari talked about. 


At this point, I hear a possible alternative to the problem pattern—Steven 
has noticed Mari’s experience. I ask about this noticing of her experience, because 
it interrupts the story of the wpset/absence pattern. 


VICKI: What did you notice, Steven, that you knew the “gritted teeth” thing was 
going on? Did you notice the children, or Mari, or what was it that caught 
your attention as you came in whacked from your day? {I continue to use 
the language Steven has used} 


STEVEN: It was pretty clear that Carlos needed to be in bed; he was just grumpy 
and sick. And Mari was patient, but I could see it was costing her. A part of 
me wanted to go straight up to my study, but I didn’t. 


VICKI: What did you do? [Right now, I am working to story this moment when 
Steven has spoken of noticing Mari; it appears to be an instance of what she 
has spoken of wanting more in the relationship. It is an event outside the 
dominant story of absence/upset. 


STEVEN: I threw my things in the closet, and went and swept Carlos up and took 
him to bed. [I notice that Steven has not spoken of acting on seeing that 
Mari’s patience was “costing her.”} I admit I got him into bed as fast as I 
could. But he kept grumping away. 


VICKI: {I do not want to lose this possible alternate story of presence, that Steven 
had noticed Mari as he came in.} Mari, did you know that between coming 
in the door from work, and taking Carlos upstairs to bed, that Steven had 
noticed the patience you were using, and that it was “costing you’? 

{Mari shakes her head, and tears roll down her cheeks.} 


VICKI: You didn’t know? What does it mean to you to know? 


MARI: Yes, it’s good to know. But I want him to tell me, Vicki, I want him to 
speak to me, to say to me, “How's it going?”—not just to go off with Car- 
los. 


STEVEN: This is just it, Vicki, she always wants more. 


I notice the problem pattern again here, keeping this couple apart from each 
other. But I do not give up my efforts to inquire about the potential significance 
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of Steven's noticing. Problem stories or patterns rarely slip away the first moment 
we encounter more hopeful possibilities. 


VICKI: Is it OK if we stay with the other night for a bit longer? What would you 
call what went on there in those first few moments of you getting home, 
Steven—you notice Carlos’s grumpiness, Mari’s patience, and the gritted- 
teeth feeling—would you say that moment was an absence/upset pattern 
moment, or would you say it was something else? 


STEVEN: Well, I guess there could have been absence if I had gone straight to the 
study, but I didn’t. I experienced . . . I don’t know, I guess care, or respect or 
something, for Mari. I could see it was hard. And I did want to help. I just 
did what I thought would help and took Carlos off to bed—even though I 
was also whacked. 


VICKI: What would you call this, Steven, when you saw it was hard, and wanted 
to help, to care? 


STEVEN: (pause) When you ask me that, Vicki, I think—why didn’t I ask Mari if 
it would help if I took Carlos upstairs? I just assumed I knew what would 
help. 


VICKI: What are you saying? That you might have asked Mari about help? 


I am not making any suggestions about what Steven should or should not 
have done. Rather, the practice is co-research. By following what Steven tells me, 
and staying close to his language, my inquiry provides a conversational space for 
him to make his actions visible to himself, and to make visible the meanings of 
those actions. The problem pattern that had reasserted itself a few minutes ago 
is no longer active. 


STEVEN: Well, like you said, I did notice that it was hard. And I hear Mari say 
now it was good that I noticed. But what if I had said something to her as 
well? 

VICKI: Something like? 

STEVEN: Something like, “Would it help if I take Carlos to bed now?” That 
would be more like a team, less like two people each doing their own thing, 
I guess. 

VICKI: Is that something that you want for your relationship, Steven, that as 
parents—and perhaps in other ways—for you and Mari to do things as a 
team? 

STEVEN: Sure, and I thought we were, but maybe we're a team that needs a 
coach—to learn more about how to be a team. I guess that’s why we're 
here. 
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VICKI: So this advice that you have just given yourself, Steven, that there was 
perhaps a step between noticing how hard it was at the end of the day for 
Mari, and taking Carlos up to bed—a step of asking Mari if taking Carlos 
would help. Do you think that’s what you would want a coach to help you 
with for you and Mari to be a team? 


As Steven nods I say to him, “Steven, I wonder if perhaps right now is also 
a time to check in with Mari, too? I’m wondering how you see the idea of team, 
Mari.” 


MARI: Actually, you know, this idea of team is OK with me, it really is. As 
you and Steven were speaking, I just had this picture of us both just a bit 
later that night—and the idea of team works. That scruffy E/ Tigre [Carlos’s 
much-loved stuffed animal} . . . could have just made a bad scene even 
worse, but that turned into almost a sweet moment, didn’t it? 


I notice that Mari is speaking directly to Steven. They are making eye contact 
and smiling. Steven is looking directly at her. There has been a shift in their 
relating, and I want to invite them into storying the moment last night more 
richly into this moment now, to give it significance. 


VICKI: Is it all right to ask you about this almost sweet moment? And E/ Tigre? 
It seems like perhaps a significant moment in this hard day you both had? 


MARI: Sure. After Steven went upstairs with Carlos, I told John to go get him- 
self to bed, and I went back into the kitchen and crashed around doing the 
cleaning up. I had really had enough. 


STEVEN: I knew that. I could hear the crashing. So I got Carlos into bed and 
disappeared into the study. “No more,” I thought. “I am done.” Carlos’s 
grumping went on. I could hear that he was calling, “EZ Tigre, El Tigre.” 
(Steven reproduces the voice of a fragile four year old with remarkable accuracy.) It 
was a wonder he had let the silly thing out of his sight. He always takes 
El Tigre to bed, and I knew he needed it to go to sleep—he always has 
it. Anyway, there was no alternative, so I started searching—bathroom, 
bedroom, under the bed, in the clothes I had taken off him. Then Mari 
called me from the stairs. She had heard the plaintive “E/ Tigre” calls, too, 
and she had found the scruffy stuffed animal behind the sofa in the family 
room. 


VICKI: You were each “done”’—and yet each of you responded to the call? Can 
I ask, what next, when you called from the stairs, Mari, having found E/ 
Tigre? 


MARI: There’s not much to tell really—I just think we each saw how tired the 
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other was, and that even so we were both looking for E/ Tigre. As I came up 
the stairs, Steven came down the stairs. 


VICKI: You came toward each other? [I quickly name this practice that appears 
to counter the dominant problem story, despite the difficult circumstances 
of the evening in which it occurred} 


STEVEN: I guess you could say that. I was so relieved Mari had found it. We just 
looked at each other and we knew. 


VICKI: Is it all right if I ask what you knew, Steven, when you looked at each 
other? 


I ask permission, as I do not take it for granted that I have the right just to 
ask whatever I want: I want to acknowledge the power relation of therapy. Steven 
looks at Mari, asking, “What did we know? What did you know? I’m not even 
sure I can say what I knew.” 

I notice this present moment. It is a moment of connection: Steven has 
moved toward Mari by asking. I notice that this was the coaching or advice he 
thought he needed but had given himself earlier. I decide to note it down for 
now, rather than interrupt this relational connecting that is unfolding. 


MARI: I would say team. When you and Vicki were talking about team before, 
Steven, that moment on the stairs just came to my mind. It was like we 
found ourselves suddenly on the same side; wed both been looking for E/ 
Tigre, and then you coming down the stairs towards me. 

{Again, Mari’s eyes fill with tears, and she pauses.} 


VICKI: What do you notice when you say that, Mari, that you found yourselves 
on the same side and that Steven was coming down the stairs toward you? 


MARI: That’s what I want! That’s just what I want. That we are on the same side, 
and that we come together like that, that we meet each other. 


VICKI: Team is about being on the same side, meeting each other? Is there any- 
thing else about that sweet E/ Tigre moment that was about meeting each 
other, Mari? 


MARI: (pause) There was, now you ask. I'd forgotten. I handed E/ Tigre to Ste- 
ven and we went together into Carlos’s room. “Buenas noches, Carlos, Buenas 
noches, El Tigre,’ we both said. “Buenas noches, mamd, buenas noches, papd, 
buenas noches, El Tigre,” said that little sick boy. A kiss and a cuddle, and he 
was almost asleep. We looked at each other and tiptoed out. 


It’s time to end the session for today, but first I ask Steven about the significance 
of this story for him. “Vicki,” he says, “maybe we don’t need as much advice as I 
thought. Maybe it’s more like bad habits. When it’s hard this week, I will think 
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of E/ Tigre, and meeting Mari on the stairs, and saying good night together. If 
that’s some of what she wants, I can do that.” 

Right from these beginning sessions the therapy is well under way. Through 
a process of careful co-researching, Mari and Steven and I have identified a salient 
moment when their hopes for their relationship were lived out. This is the terri- 
tory of narrative therapy: identifying small moments of people’s lives that offer 
possibilities for rich storying so that they become meaningful. This E/ Tigre 
moment reconnected Steven and Mari with mutual caring and strengthened 
their intention to stay connected. It shaped the ongoing therapy through the 
middle sessions, as Mari and Steven found their ways through the struggles 
that had brought them to therapy at this time. I was reminded of a quote from 
Antoine de Sainte-Exupéry: “Life has taught us that love does not consist in gaz- 
ing at each other but in looking outward in the same direction.” 

I later learn a further significance of this moment. It is not entirely by 
chance that Carlos’s special stuffed animal is named E/ Tigre. Mari is Spanish- 
speaking. Both Mari and Steven want their sons to be bilingual. Mari takes the 
boys to a Spanish class for children, often speaks Spanish with them at home, 
and has already enrolled John in a school with an immersion program. Steven 
learned Spanish even while he was dating Mari, although he isn’t fluent. The 
shared value of bilingualism and Steven's willingness to learn Spanish in order 
to show Mari his intention to be connected to her strengthened the developing 
story of teamwork through the next middle phases of the therapy. 

This E/ Tigre story is notable both for its attention to the small and the ordi- 
nary (Weingarten, 1998) of Mari and Steven’s lives and for illustrating how their 
lives are shaped by cultural stories discourse). Preparing children for bedtime 
can be stressful. Wanting to create a comforting time at the end of the day for 
their boys is tricky for Steven and Mari, as it is for many couples, because they, 
too, need a comforting time—and often they don’t know how to do it for each 
other or for themselves. The story also echoes the stress that many couples expe- 
rience as they maintain their work and family lives. It highlights a gender-based 
division of labor that often leads to misunderstandings: men as breadwinners, 
women as homemakers. At work, too, is an economic discourse that positions 
what mothers do at home as “not counting” (Waring, 1999). Steven and Mari’s 
lives are also shaped by a happily-married-heterosexual-couple discourse that 
offers ideas such as always be sexually attracted to each other, have “good” sex, 
satisfy all of the other’s needs, and be good companions as well as partners and 
friends. These ideas sit alongside religious discourse about family and good par- 
enting. It is not surprising, then, that I often meet in therapy with couples in 
their early years of parenting, struggling to navigate their ways through work, 
children, family, and career in a culture that has them believe romantic love is 
also not only possible but also required for success (see Tiefer, 2004). 
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Therapy is recursive, and the problem may resurface even after couples have 
taken major steps to outdistance it. Middle sessions are about finding ways to 
enrich the accounts of what the couple prefers as they perform their relationship. 
Steven and Mari story the E/ Tigre moment and their intentions to move toward 
each other, to continue to share moments as they navigate through difficult 
times. And they tell how, when they notice the problem pattern beginning to 
make inroads again, they sidestep it from the outset. We also further “trouble” 
(White & Epston, 1990, refer to this practice as deconstruction) the cultural 
discourses they inhabit in ways that do not fit for them. We focus on gender and 
intimacy. 


Narrative therapy’s concept of “enriching accounts of couple preferences as they 
navigate through difficult times” seems to get at the crucial issue of what thera- 
pists (of all theoretical persuasions) can do to foster the positive effects of couple 
therapy generalizing beyond the therapist’s office and enduring beyond the imme- 
diate course of treatment. 


Question: Whatever your preferred theoretical orientation in couple 
therapy, what do you do to improve the chances that the gains 
couples make in their work with you will both generalize and 
endure? Do different models of couple therapy offer different 
ideas about how to help this happen? 


Machismo 


It was the third or fourth session, and again our conversation was at a further 
point of struggle with respect to the upset/absence pattern and gender. 


VICKI: I know there is much you have integrated from growing up in your fam- 
ily, about being hard-working, your parents’ desire that their children get a 
good education, your religious beliefs. But is there something that is maybe 
different from most Mexican American families? 


MARI: (smiles.) You're talking about the Mexican male machismo. Right? 

VICKI: Yes, that’s what I was wondering. 

MARI: Steven never fit into that mold, the guy having to be tough and rule 
the roost, all that bullshit about being “a man’s man.” I fell in love with 
him because he was so kind and respectful . . . and accepting . . . and fun 


to be with. (Stops briefly and looks at Steven.) He’s just not that guy anymore, 
though. 
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VICKI: {I decide not to respond to the last part but rather to pursue how it was 
neither of them ever adopted the machismo discourse.} So, how did it happen 
that you wanted a different relationship with your life partner? 


MARI: Mamá. She said it; I heard it over and over as I was growing up. She 
would say to mi papá: Estamos en país nuevo. Somos differentes también. No 
tenemos que hacer los viejas como antes. [We are in a new country. We are dif- 
ferent now. We don’t have to do the old ways.} They worked side by side in 
the fields; they both cleaned the house after working all day, did the cook- 
ing and cleaning up together, put us kids to bed, got us off to school in 
the morning. They were partners in everything. [See Maciel, Van Putten, & 
Knudson-Martin, 2009, for examples of how immigrants often change their 
ways when entering a new country.} 


Looking at Steven, she continues, “We wanted the same thing . . . I thought.” 
Tears come to her eyes. Then I turn to Steven. 


STEVEN: Of course I want the same thing. It’s who I am. I never discount what 
she does, but our lives are not like her parents’ lives. I have to go to work; 
and someone has to take care of the boys and . . . well, everything else. 


VICKI: I wonder whether we're talking about two different things. 
STEVEN: What? 


VICKI: Well, when you say you want the same thing, did you mean you want to 
be partners with Marior... ? 


STEVEN: Well, yes, of course. I am her partner. I do the best I can to help. (Looks 
at Mari.) {1 notice his use of the word Jelp and wonder about its implica- 
tions.} If she wouldn't get so upset about everything . . . 


Again, the story of the problem pattern returns: Mari noticing Steven's 
absence; Steven noticing Mari’s upset. I decide not to focus on the problem, but 
not to completely ignore it, either. 

Ask, “Do you think the absence/upset pattern is affecting you both a little 
more than you want right now? We're not exactly in an E/ Tigre moment.” They 
both laugh. So I go on (wanting to offer Steven an opportunity to trouble the 
word 4elp, to make visible its potential effects and how it positions each of them), 
“Steven, when youre at work and someone ‘helps’ you with something, is it usu- 
ally someone you have to ask for help, or is it someone who works at the same 
level as you?” 


STEVEN: What do you mean? 


VICKI: Well, I was struck by the word you used. You said you try to “help.” I 
am wondering about the idea of partners working together, and the idea of 
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helping when often one person is clearly in charge and asks the other one for 
help. Would you say that Ae/ping happens more in your household, or work- 
ing together, or something else? 


When dominant gender discourses are powerfully enacted, one member 
of the couple may understand the othet’s position as involving almost complete 
responsibility. So I thought Steven might (sometimes) get caught up in the idea 
that the house and the kids were Mari’s and going to his job was his responsibil- 
ity (and vice versa). 


STEVEN: I do a ton with the boys that I don’t think either of us consider helping 
(somewhat defensively). 


MARI: (Nods.) 
VICKI: What would you call that? 


STEVEN: Partnership, I guess. But Mari can’t help me with my work or do it 
with me. 


MARI: (énterjects) I think we could do a lot more about sharing what each of us 
is doing in our separate jobs—that would go a long way toward my feeling 
a part of his life. 


STEVEN: I just can’t talk about work when I come home. I’m done. I just want to 
be with the boys and hang out. 


MARI: What about me? 
STEVEN: I'm sorry. I said that wrong. Of course I want to be with you. 


MARI: Then what do you need from me? Anything? Am I just your maid and 
the taxi mom? 
[Again I speak to keep the focus on researching this difficulty] 


VICKI: It is a puzzle, I think. If Steven is somehow caught by his work—which 
work does to a lot of men, in my experience—then how can you, Mari, be 
his ally? I don’t have an answer to that question, but might it be worth 
exploring; might it help your partnership? 


MARI: That would work for me. I want Steven by my side—or moving toward 
me like the E/ Tigre moment. I don’t want to feel like his work is keeping 
him from me or the boys. 


STEVEN: You know, I don’t think my work does keep me from the boys, because 
I create things to do with them. Maybe we need to go back to what you and 
I like to do together, Mari? Some more E/ Tigre moments that are about the 
two of us. 


As so often happens in therapy, this conversation opens up a new pathway 
for Steven and Mari to consider—a pathway that becomes possible as we look 
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at the discourse, one that becomes salient in the gaps that troubling produces. 
I think about a question I had recently read: “What if we were to think of our 
work as helping people make shifts that need only be about one degree of differ- 
ence in direction?” (Winslade, 2009, p. 344). This conversation seemed to offer 
at least a degree of difference. 

Machismo isn’t a way of thinking or being that fits for either of them, but 
their partnership is threatened by the reality of their living more traditional gen- 
der roles, as happens in a culture where men typically work and women typically 
take care of kids and household. The idea that Steven can’t share his work but he 
can share in Mari’s work by “helping” has further deteriorated their preference 
to be partners. They suggest they might find new and re-remembered ways to 
be together in their couple relationship in ways that feel like they both share a 
common life. 


Intimacy 


This conversation brings us to further talk about intimacy. When they previ- 
ously met with me, Mari and Steven shared a desire to stay connected, especially 
as their family changed with their having a child, and we spoke about intimacy 
then. I have found, all too often, that couples tend to conflate intimacy with 
sexual intimacy, misunderstanding that there are many ways that people share 
intimate moments (Weingarten, 1991). I remember that in my usual practice 
of asking people to pay attention to certain things, I had suggested that each 
of them notice when he/she felt close to the other, perhaps while Steven was 
driving home from work and thinking how good it would feel to be with Mari, 
or Mari taking a breather while their infant was napping and relishing in her 
thoughts and images of Steven. Sometimes they would instant message each 
other when she had a moment at the computer. There would be other things—a 
melody, a scent, a passing image—that would remind them of each other. As 
they developed this practice, they reported that they actually felt closer because 
they noticed how often they felt close. I wonder this time around what happened 
with that practice. 


STEVEN: You know, I think I’ve gotten so caught up in work, and Mari in taking 
care of the boys, that we let that go... 


MARI: Oh, give it a rest, Steven. Sometimes you're so wasted after smoking in 
the car on your way home, you aren't thinking of being close to me! 


VICKI: Smoking? I didn’t know you smoked, Steven. 


STEVEN: I don’t. It’s marijuana. And it’s not that big a deal. We've talked about 
this, Mari. Why are you raising it now? 
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I felt blindsided, whacked on the side of the head. Was this central to the 
difficulties? Why hadn't they brought it up before? What was going on? 


VICKI: Sorry, can we just pause so I can keep up? Would you please tell me 
what’s happening? 

MARI: Steven has smoked marijuana pretty much for a long time. It used to 
bother me, but I decided it wasn’t any different from other guys coming 
home after work and maybe having a beer. My parents both drank a lot of 
alcohol, and I used to think of them as alcoholics. I would get angry, feel 
disappointed and ashamed of them; and they in turn, felt guilty, inad- 
equate, and powerless when I demanded they stop abusing alcohol. I guess 
my thinking changed during grad school. In the course on substance abuse 
we unpacked the meaning of that phrase, abusing alcohol. We also looked at 
addiction as an effect of some experience of dislocation [Alexander, 2001} 
and I think my parents, coming over from Mexico, definitely experienced 
that! I came to think that I had a happy childhood with two loving parents 
who happened to use alcohol. So, I guess I think of Steven’s use in pretty 
much the same way. He uses it to relax. 


VICKI: So, could you help me understand how it’s important in our conversation 
now? 


MARI: It’s the intimacy thing, sexual intimacy really. I think when he comes 
home he doesn’t have much interest in doing anything. He has just enough 
energy and focus to spend time with John and Carlos. Maybe I’m an extra 
or the maid or something. 


VICKI: So, you think it’s his smoking marijuana that’s part of the distancing 
piece? 

STEVEN: She’s right. I’m pretty tired when I get home. And when she gets upset, 
it makes it worse. I do smoke to keep myself calm, to not react to it all. 


Here we are again in the problem territory—absence and upset. But Mari 
and Steven are positioned in more team-like ways. I notice some of my respon- 
sibility ease: I experience myself on the team, too. Thus I laugh gently as I say: 
“We have been through this, this pattern of upset and absence, absence and 
upset. We've just introduced a new variable. Any thoughts about how we should 
handle this?” (This last inquiry also shows the shifting therapeutic relationship: 
our working alliance positions me to consult them about process.) 


MARI: Well, it’s true. He’s not interested in me anymore. I don’t think he 
notices. 


STEVEN: I think I do notice. It’s what I do next. Like that E/ Tigre night. I did 
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notice, but I didn’t say. I did appreciate you finding E/ Tigre and coming up 
the stairs with him. But I didn’t say. I think remembering how we did it 
before might help .. . 


VICKI: Can you please say more, Steven? 


I am noticing that Steven is noticing the significance of what he “does” 
next—that is, he “doesn’t say.” I want to remember this with them so we can 
come back to it if we need to. 


STEVEN: Well, I did get out of the habit of what we did before, and it’s easy for 
me to use smoking as an excuse. 


VICKI: Would it help your partnership to relearn that habit of before? 


STEVEN: Actually, our partnership, the team thing, will help us to feel closer. 
We are making an effort to do more things together, more things we 
enjoy. 


The rest of the session focuses on what constitutes intimacy for them, inti- 
macy of all kinds, along with some specificity about what they enjoyed and 
might further enjoy about sexual intimacy, and when they enjoyed it, and also 
noticing the absence of talking with each other about what is enjoyable. We end 
this time commenting on Mari and Steven’s desire to continue paying attention 
to when they feel close to each other. 

Does this mean that I don’t pursue any further discussion about Steven's 
use of marijuana? No. I inquire about it. I don’t want to trivialize it. Mari says 
that although she has learned a lot about substance use and had made peace 
with her parents about their use of alcohol, she often is concerned about Steven's 
use of marijuana. When we co-research her concern, it becomes clear that she 
doesn’t want his use to be a problem to her if it isn’t a problem for him, but that 
she often notices that the effects of his use on her and on their relationship also 
supports the absence/upset problem. I ask Steven about the marijuana smoking 
in those terms. Were the effects other than what he intends or inadvertently 
negative in ways that doesn’t suit his values and philosophy? These conversations 
allow him to reevaluate his habit of smoking and to decide whether he will use 
on different terms, taking account of effects for his presence in his relationship 
with Mari. 


ENDING SESSIONS 


Mari and Steven have instituted several changes arising from noticing the pat- 
tern of absence and upset and how it created loss of connection, taking them 
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away from what they want and value, a mutual caring and sharing and kindness. 
Each has worked to take and keep their relationship beyond the effects of the 
pattern: Steven on being more present, even when he has been exhausted from 
his work day and put off by what he considers upset; and Mari on staying calm, 
even in the face of irritation or frustration—and by her experience of Steven's 
absence. And more significant in the change for them is a renewed emphasis on 
mutual care. 

We often return to the E/ Tigre moment, noticing specific times in the pres- 
ent where they work as a team, where they reassert the value they give to being 
partners. They talk about how they are finding especifico ways of spending time 
together, doing the business of running a family and nurturing their relation- 
ship. Included with this nurturing is a focus on intimacy, intimate feelings, 
intimate moments, those times of closeness and connection that they agree they 
prefer. They are also in the process of exploring plans for Mari’s return to work 
and considering the implications for them all. 

I think of ending as going forward, performing one’s life in preferred ways. 
Thus, even if or when the problem pattern raises its ugly head (and it does), Mari 
and Steven call on E/ Tigre, on a preference for being a team, on partnership, on 
moments of intimacy. 


A LAST MEETING: WITNESSING CHANGE 


They are leaving early the next morning for Mexico—Mari, Steven, the boys, 
and Mari’s parents and siblings. Every year or so, as many as are able return to 
the town where Mari’s parents grew up. We had wondered if it was a good time 
to have a therapy session with all the last-minute things that needed to happen, 
but Mari said Steven would do his share with the boys, so they had time to meet 
before this holiday, after which Mari would begin her return to work. Their 
partnership was showing itself. The boys came with them, at Mari and Steven's 
request, so that we could speak about this next step in family life. 

As they trickle into the room, Mari showing the boys where they can sit 
and Steven taking care to introduce them to me, I notice how solicitous they are 
of their sons. 


Most couple therapy involves, of course, a preponderance of meetings with both 
partners, but does not usually include the couple’s children in these meetings. 


Question: Under which conditions and in what kinds of clinical situations 
might it be appropriate to include children, even if intermit- 
tently, in ongoing couple therapy that is largely focused on the 
couple partners’ relationship? 
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I talk briefly with each of the boys, asking John about his baseball team (I 
had learned from Steven that they are doing well in their Little League division) 
and checking with Carlos about what kindergarten is like for him. In the pro- 
cess, I decide to ask Carlos about E/ Tigre. 


VICKI: Carlos, todavia tiene su animal del peluche, El Tigre? 

CARLOS: Sí . . . pero no aqui. 

VICKI: SZ pero es muy importante, El Tigre. Está bien? 

CARLOS: Por qué? 

VICKI: [At this point I realize my Spanish won't suffice.] En inglés, por favor? 
CARLOS: Si. 


I turn to Mari and Steven and ask whether they would mind relating to 
Carlos about the E/ Tigre moment. They laugh and tell me that they have told 
him before, but they don’t mind reminding him. Mari says that she and Steven 
think of E/ Tigre when they want to recall their connection and caring for each 
other, that knowing how much Carlos loves his stuffed animal helps them think 
about how much they love each other. Carlos smiles. 


JOHN: We have a real animal now—a pet. Entiende? Un perro que se llama Chico. 
VICKI: No sabia. Digame. 


John tells how his parents decided they could get a family pet, and how he 
is responsible for taking care of Chico. I wonder with them all what having a pet 
means to their connection as a family. 

At one point, Mari mentions that she and Steven talked to the boys about 
what disagreeing and arguing meant, pointing out that sometimes John and 
Carlos didn’t get along, and suggesting that these times don’t mean people don’t 
care about each other. It means they have to find a way to work things out, to 
get along, and to connect. 

John leaves with a question: “The next time we come can we bring Chico?” 
“No problemo,” I responded. 
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CHAPTER 9 


Rewiring Emotional Habits 
The Pragmatic/Experiential Method 


BRENT J. ATKINSON 


| knew I had my work cut out for me from the way Jen and Rob spoke about 
each other during our first sessions. “Rob is a narcissist,” Jen spoke with a mat- 
ter-of-fact tone. “Whenever I try to talk about how I feel, it ends up being about 
his feelings, not mine. If I’ve had a bad day, his has been worse. If my neck is 
sore, his ankle is killing him. I can’t stand to listen to him talk anymore. I just 
don’t like him.” Jen explained, “Rob is a carbon copy of my mother, who was 
also selfish and controlling. Mom was a teenage mother, and I was first to arrive. 
She had no idea what she was doing. As soon as I had any awareness of what was 
going on, I realized that I had to be the adult, so I became ‘the good little girl, 
never rocked the boat, and made sure that everyone was OK.” Jen continued, 
“When Rob and I got married, I was well trained to handle his self-centeredness. 
I assumed personal responsibility for relieving Rob’s stress.” Jen’s eyes narrowed 
and her lips tightened as she continued. “I became caregiver of his kids. What- 
ever he wanted . . . whatever he wanted to do, wherever he wanted to go, however 
he wanted things to be, I just put a smile on and said, ‘OK. As I matured, I 
realized this wasn't OK, and I slowly tried to set some boundaries, but it’s really 
difficult to do with Rob because he doesn’t see boundaries. If I tell him I can’t do 
something, it’s a direct affront to him. I'm not supporting him. Can't I see that 
he needs some help? I’ve spent so many years trying to run around and support 
my husband . . . I have nothing left for him,” Jen lamented “I don’t know how 


18] 


182 CLINICAL CASEBOOK OF COUPLE THERAPY 


to get out. I don’t have a degree . . . how am I supposed to support my children? 
I dont know where to go, I don’t know what I would do. It feels wrong of me to 
deprive the children of their father just because I’m not happy.” 

Jen and Rob had married in 1989, four months after they met. Eleven years 
older than Jen, Rob was divorced at the time and had partial custody of his two 
children. He was a disk jockey for a popular radio station; Jen was working as a 
cocktail waitress. Rob’s kids were now grown, and Jen and Rob had three daugh- 
ters of their own, Amanda (17), Sarah (12), and Brittney (9). 

In my first meeting with Rob, he confided: 


“I made a mistake in marrying Jen. If I had it to do all over again, I would 
marry somebody different. Jen is fundamentally irresponsible. She’d give a 
person the shirt off her back, and then wonder why she was freezing in the 
cold later. She’s never developed the ability to look at the bigger picture, 
show restraint, and set priorities. Nowhere is that more evident than with 
the girls. She won't like something they say or do, and she'll get angry with 
them and hell-bent on making them do what she wants, and she'll end up 
saying or doing things that are far worse than the things they were doing 
in the first place. Seriously, she’s turned into one of my daughters. She calls 
them ‘jerk, and ‘stupid, and says things like “You look ugly!, ‘That outfit 
looks ridiculous!’ You don’t say things like that! Where does that come 
from?” 


Jen and Rob had been referred to me by a friend of theirs (a therapist) who 
felt that my approach would be well suited to them. Over the past two decades, 
my colleagues and I at The Couples Research Institute have been developing an 
approach for improving relationships we call pragmatic/experiential therapy for 
couples (PET-C). PET-C is based on four assumptions: 


1. A goal of couple therapy is to foster attitudes and actions that are predictive of 
relationship success and change attitudes and actions that are predictive of relationship 
failure. Relationship studies over the past four decades present compelling evi- 
dence that there are personal prerequisites for succeeding in intimate relation- 
ships (Atkinson, 2005; Gottman, 1994a, 1994b). Some of the most important 
interpersonal habits involve things that people must be able to do without the 
help of their partners. In fact, they must be able to do these things precisely 
when their partners are making it most difficult to do them. Researchers have 
discovered that the way people respond when their partners do things they do 
not like dramatically influences the odds that their partners will treat them 
better or worse in the future. At The Couples Research Institute, we have syn- 
thesized decades of relationship research and have identified a sequence of 12 
crucial components (summarized in Figure 9.1) that are characteristic of people 


The First Steps 


1. Self-Reminder: Do Something Different. 
Remember to shift your focus from how irritating or upsetting your partner’s behavior or attitude is 
to your own reactions to it. Remind yourself that you don’t want to react in ways that never work for 
anybody, in any relationship. If you can respond effectively in situations like these, your partner will 
become more understanding and cooperative. 

2.Give the Benefit of the Doubt. 
e Avoid jumping to conclusions, and with an open mind, ask your partner why s/he acted as s/he 

did, or is thinking the way s/he is. 
e Consider that this situation might not be about right/wrong, but rather about legitimately different 
priorities. 

e Hear your partner out before explaining your point of view or defending yourself. 

3. Find the Understandable Part. 
Become determined to find any at-least-partly-understandable reasons for your partner’s thinking or 
actions, and acknowledge them. 

4.What’s Driving My Upset? 
Tell your partner why you’re upset, or tell your partner why you’re having trouble acting or thinking 
the way s/he wants . . . explain the bigger thing that’s at stake for you. 

5. Offer Assurance. 
Assure your partner that you’re not saying that you are right and s/he’s wrong, or assure your 
partner that you’re not saying that s/he shouldn’t be upset. Let your partner know that you’re not 
saying that things have to be entirely your way. 

6. Work with Me? 
Let your partner know that you're willing to make some changes and to work with him/her to find a 
mutually acceptable solution. 


If, in spite of your good attitude, your partner disregards your viewpoint or criticizes you... 


7. Maintain Your Cool. 
Don’t hit the panic button. Check to be sure you’re reading your partner’s attitude right. Remind 
yourself that it’s normal for people to want to have their own way. Maybe your partner just needs a 
“friendly warning.” 
8. Fire a Friendly Warning Shot (Ask and Offer). 
Express irritation at your partner’s attitude and clarify your willingness to be flexible and keep an 
open mind. Let your partner know that you expect him/her to do the same! 
9. Stand Up/Engage (only if your partner keeps criticizing you or dismissing your viewpoint). 
Get angry and let your partner know if s/he wants a fight, you’re willing to give it! Let your partner 
know that you don’t expect him/her to agree with you, but you do expect him/her to be willing 
to work with you. Make it clear that his/her attitude is not OK with you. Don’t back down. Stay 
engaged and demand that s/he explain why s/he thinks it’s OK to dismiss your viewpoint. 
10. Reject Your Partner (only if your partner keeps criticizing you or dismissing your viewpoint). 
If your partner continues to criticize or disregard you, let him/her know s/he’s pissing you off and 
you don’t want to be around him/her! 
11. Don’t Make a Big Deal of It. 
When you're by yourself, let go of the anger, feeling good that you stood up well for yourself. 
Promise yourself that you'll do it again, if needed. Remind yourself that it’s natural enough for your 
partner to want to have his/her own way. You don’t have to make a big deal of his/her stubborn or 
selfish behavior. It’s not a crime that s/he acted this way. S/he crossed the line, and you “let him/ 
her have it.” No big deal. 
12. Try Again Later. 
e “That didn’t go very well, did it? You want to try again?” 
e Don’t try to get your partner to see how “wrong” his/her stubborn behavior was. Don’t demand 
an apology. Go back to the first steps again. Be ready to stand up again, if needed. 


FIGURE 9.1. Summary: Components of the sequence. Copyright by Brent J. Atkinson. All rights 
reserved. 
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who are good at getting their partners to be flexible and care about how they 
feel (Atkinson, 2006). 


2. People often have difficulty recognizing their own problematic habits because they 
ave unaware that their perceptions and interpretations are biased by their brain’s self- 
serving mechanisms. Our experience leads us to believe that the way we think and 
act in any given situation is based on a conscious assessment of the merits of the 
situation and a reasoned decision to act, but recent brain studies suggest that, 
especially in emotionally significant situations, our reactions are mostly based 
on emotional predispositions or emotionally conditioned habits (Damasio, 1994; 
LeDoux, 1996). We tend to be unaware that our judgments and reactions are 
influenced by emotional predispositions or reactions because our brains do not 
prioritize letting us know. As a result, intimate partners often believe that they 
are right and their partners are wrong when they are not. In this way, the struc- 
ture of our brains makes it difficult to think and act in ways that are predictive 
of relationship success. 


3. Even when clients have clear understanding of the specific changes needed, old 
habits often persist because they are woven into the fabric of internal states that are auto- 
matically activated in daily living, often without conscious awareness. When people 
get upset, they often get caught in automatic, conditioned neural response states 
that powerfully organize cognition, affect, and behavior and propel them into 
nonproductive interactions (Panksepp, 1998). There is considerable evidence 
suggesting that the human brain is equipped with seven executive command 
circuits that, when activated, exert a strong influence on attitude and behav- 
iors. Each of these brain systems is programmed in a way that helps the host 
individual survive in an uncertain environment. Once activated, these intrinsic 
motivational systems carry out their preprogrammed agendas semiautomati- 
cally (Panksepp, 1998). When a particular circuit is activated, some behaviors 
come naturally, and it is nearly impossible to engage in others unless a switch 
in circuits takes place. 


Advances in neuroscience are beginning to affect theory and practice in many 
areas of psychotherapy, from psychoanalysis to behavior therapy. Nowhere in the 
field of couple therapy has such research taken more of a center-stage position 
than in PET-C. 


Question: How familiar are you with studies of how intimate relationship 
partners mutually regulate or dysregulate each other’s emo- 
tions? Do you sometimes explain the relevance of such ideas to 
the couples you work with? With whom? 


Each of these seven neural systems is programmed to accomplish certain 
objectives. They focus attention, arouse the body, activate specific kinds of 
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thoughts, and motivate the host individual to act upon the world in specific 
ways. Two of the brain’s seven executive operating systems are programmed for 
self-protection. One program activates an aggressive instinct to defend against 
threats, and the second activates the instinct to avoid danger. 

While all of us are born with the basic neural structure for each of the seven 
command systems, they are tailored by our unique experiences. In the course of 
everyday life, different circuits are activated and deactivated largely automati- 
cally, outside of conscious awareness, and for reasons we may not be aware of. 
The types of circumstances that activate command circuits, the threshold for 
activation of any circuit, and intensity of activation will vary across individuals, 
depending largely on genetic predisposition, early attachment experiences, and 
emotional conditioning across one’s lifetime. 


4. For a client to make lasting changes in hislher typical reactions when upsets 
occur, s/he must develop a clear picture of the kind of changes in thinking, attitudes, and 
actions that are needed, then find ways of practicing these new ways of reacting over and 
over again at moments when she is upset (and usually least able to think and act differ- 
ently). A widely held axiom in neuroscience known as Hebb’s law suggests that 
brain processes that occur together over and over again tend to become grafted 
together, so they are automatically more likely to occur in conjunction in the 
future (Hebb, 1949). When new ways of reacting are paired with old, automatic, 
knee-jerk reactions, and this happens over and over again, eventually the new 
reactions occur automatically each time the old knee-jerk processes are triggered. 
In PET-C, the therapist helps clients rewire automatic reactions by designing 
ways for clients to engage in concentrated and prolonged practice implementing new 
reactions when old reactions are triggered. 


Like PET-C, dialectical behavior therapy with couples also provides a very specific 
picture of the kinds of self-regulation skills whose improvement can enhance 
volatile couples’ capacity for emotional safety and intimacy (e.g., emotion manage- 
ment, problem management, mutual validation, and mindfulness). 


Question: Compare these two therapeutic approaches to helping couples 
who show such destructive patterns of engagement. Are they 
incompatible? Are they complementary? 


Beyond the advances in neurobiology and the science of intimate relation- 
ships summarized thus far, PET-C also has been influenced by or has parallels 
with a variety of treatment models/methods: 


© Some of our methods for working with automatically activated internal 
states have been inspired by Eugene Gendlin’s focusing method (Gend- 
lin, 1981), and methods from Richard Schwartz's internal family systems 


186 


CLINICAL CASEBOOK OF COUPLE THERAPY 


model (Schwartz, 1995), while others draw from classical (or respondent) 
conditioning principles. 

PET-C emphasizes cognitive-behavioral rehearsal, but focuses on state- 
Specific cognitive-behavioral rehearsal in the service of the shifting of 
internal states. 

The assumption that “the attempted solution maintains the problem” 
utilized by therapists at the Mental Research Institute (Fisch, Weakland, 
& Segal, 1982) is similar to the PET-C assumption that the way people 
react when their partners do things they do not like dramatically influ- 
ences the odds that their partners will treat them better or worse in the 
future. 

PET-C shares with Bowen family systems theory the premise that 
destructive interactions are driven by automatic patterns of emotional 
reactivity (Bowen, 1978). PET-C also focuses on the positive role of the 
brain’s attachment-related emotional systems—a perspective that also 
undergirds Susan Johnson’s emotionally focused couple therapy (John- 
son, 1996). 

At certain points in therapy, PET-C uses methods similar to Daniel Wile’s 
“becoming each partner's spokesperson” (Wile, 2002), while the practice 
of taking “session breaks” is shared with the Gottman method of couple 
therapy (Gottman, 1999). 

PET-C shares with the narrative therapies an emphasis on changing the 
beliefs or stories that each partner has, but PET-C prioritizes changing 
beliefs that fuel contempt in relationships. 

PET-C endorses the solution-focused method of getting clients to do 
more of what is already working whenever possible. However, we do not 
hesitate to challenge clients to try something altogether different, even if 
they have no reference for it in their previous history. 


PET-C explicitly incorporates the theoretical perspectives and technical elements of 
about a half-dozen different couple therapy traditions. Indeed, probably the major- 
ity of couple (and other) therapists have such eclectic/integrative leanings. 


Question: “Eclectic” (a.k.a. “technical eclecticism’) therapists call upon 


interventions from theoretically diverse methods, often pair- 
ing the use of particular techniques with particular problems; 
theoretically “integrative” therapists combine different theories, 
usually identifying one dominant theory; and “common factors” 
therapists emphasize therapeutic processes they believe are 
central to all therapy models. If you think of your clinical style as 
calling upon a variety of treatment models, what describes you 
better, “eclectic” or “integrative”? 
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From my individual assessment sessions with Rob and Jen, it was clear that 
each of them was reacting to the other in ways that placed them squarely in 
the company of people who rarely get the kind of understanding and coopera- 
tion from their partners they would like to have. Rob was upset about the way 
Jen conducted herself, yet both his internal and external reactions to Jen were 
making it statistically unlikely that Jen would be able to accept his feedback. 
Conversely, Jen was upset about Rob’s “self-centered” behavior, yet her reactions 
to him were characteristic of those whose partners are unresponsive to their pleas 
for consideration. 

I prepared to challenge Jen to consider that the single most important thing 
she could do in order to get more respect, cooperation, and understanding from 
Rob would be to learn how to react in ways that are highly predictive of rela- 
tionship success when he did things that seemed disrespectful or self-centered. 
The logic I would propose to her would be simple: If you want to be treated 
well by Rob, you need to learn to think and act like people who almost always 
get treated well by their partners. And you certainly don’t want to be thinking 
and acting like people who almost never get treated well by their partners. In 
my first therapy sessions with Jen as well as throughout treatment, I would be 
relying on the pragmaticlexperiential method, which involves starting out prag- 
matically, then going experiential as needed. I'd begin talking with Jen directly 
about the kind of (pragmatic) changes in her attitude and actions that I believed 
would be necessary for her relationship with Rob to succeed. My doing so would 
likely activate internal states in Jen that would interfere with her being able to 
accept and implement my advice. I'd then need to work experientially with these 
states, helping them shift. 

Jen believed that Rob was the main villain in the story of their relationship. 
Although she knew that she often reacted to him in nonproductive ways, she 
felt that her contributions to their relationship problems paled in comparison to 
his. This skewed perspective fueled her resentment. I knew that I would have 
to find a way to help her recognize mutual culpability for the condition of their 
relationship or her efforts to make needed changes would be short lived. She’d 
try, but down deep inside she'd feel like she shouldn’t have to be trying because 
he shouldn't be so selfish in the first place. 

Jen looked nervous, as if she were awaiting a verdict from me. I began, “Jen, 
I want you to understand that I won't be satisfied until it feels to you that Rob 
cares more about your feelings . . . I really won't. I don’t want to see you walk- 
ing around the rest of your life feeling last on his priority list. So everything 
I’m about to say is in the service of helping you get more understanding and 
respect from Rob, OK?” Jen looked relieved and replied, “I just can’t see that 
ever happening.” “I know,” I assured her. “So let’s take a closer look, Jen. For me, 
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the question is . . . Why is Rob like this? Why doesn’t he consider your feelings 
more?” Jen retorted, “If you spent 15 minutes with his mother, you’d know.” I 
smiled and nodded. “So at this point, you feel hopeless, because it seems like 
he’s basically selfish by nature, right?” Jen nodded, and I continued. “It’s hard to 
understand, because youre not like him at all in this way, right? And you resent 
it, because it seems like he has treated you worse than you've treated him, and 
this has gone on for 20 years!” Jen nodded. “So this is the main thing I want to 
talk to you about today, Jen.” She studied my face, looking for clues about what 
was to come. “I’m worried that your beliefs about Rob and your relationship are 
going to shut down the possibility of things changing before we even get out the 
door.” Jen frowned, and I quickly added, “I know you come to these conclusions 
about Rob and about your relationship honestly, and I’m certainly not saying 
that you shouldn't feel the way you do.” Jen’s expression softened, and I contin- 
ued, “I just know that if we can’t get them to change, it’s pretty much game over. 
I’m not going to be able to help you. There’s a ton of evidence from decades of 
relationship research that says, if you're convinced that you are less to blame for 
your relationship problems than your partner, it'll lock him down and make it 
all but impossible for him to change. 


It may well be that helping the partners in distressed relationships understand how 
they each contribute to their problems is one of the central mechanisms of change 
across the many couple therapy approaches that exist. 


Question: Within your own preferred way(s) of working with couples, 
how do you go about trying to help partners “own” their roles 
in their shared conflicts and difficulties? What do you find to be 
the biggest challenges to such efforts by you? 


It’s very unusual for people who feel that their partners are looking down at 
them to change. Do you know what I’m saying? Statistically, it is very unlikely 
that Rob is going to be able to say, ‘OK, I think I get it. I’m screwed up and 
youre not. Here, let me fix myself for you! ” Jen interrupted, “But he 7s screwed 
up!” I was pleased with her honesty. My expression was soft as I replied, “Jen, 
there’s no question that Rob has some bad habits, but to me, it looks like you 
have some habits that are every bit as destructive as his.” Jen’s jaw dropped. 
“You're serious?” I felt a twinge of adrenaline shoot through my veins, and I 
realized I'd just engaged Jen’s battle instincts. She thought I was turning on 
her. 

At that moment, I knew that I’d activated a specialized part of Jen’s brain 
that was programmed for self-protection. For the next few minutes, this brain 
system would be frantically scanning my face, analyzing my tone and reading 
nonverbal cues for signs of threat. Although I had a good deal of evidence to 
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support my claim that she was as much to blame as Rob, and I was prepared to 
persuade her that recognizing her own culpability would be the key to unlock- 
ing Rob’s potential to change, now was not the time. At that moment, logic 
was irrelevant, because the part of her brain that could process logically wasn’t 
available. She would be preoccupied with sensing my stance toward her—my 
attitude. I was relieved to notice that that twinge of adrenaline had not activated 
my own battle instincts. I knew that I had to be perfectly at ease in the next 
few moments. Any sign of alarm, panic, irritation, or frustration from me would 
further incite her self-protective instincts. 

Jen was on the edge of her seat. I smiled. “Jen, you know I like you a lot.” 
She rolled her eyes, and couldn't help smiling just a bit as she protested, “Don’t 
be nice to me at a time like this!” I ignored her plea. “You know it’s true! I think 
youre great! I love your honesty, and your no-bullshit approach to life, and I 
think Rob’s lucky to have you.” Jen settled back into her chair, and I continued. 
“And that’s why I’m telling you this stuff. I’m only talking about it because I 
want you to be happy and have the kind of marriage you've always wanted. I 
think you've got yourself roped into a corner, and you're strung up so tight that 
there’s no room for anything different to happen. What’s got you roped down 
is your belief that Rob is the bad guy here. As long as this is how it seems to 
you, it’s unlikely that he’ll be able to change. Beliefs like this are the kiss of 
death to relationships. If you're hoping he'll change, first you're going to have to 
loosen the choke hold you've got on him . . . release the death grip, you know, 
lay down your weapon. Your weapon is your belief that he’s the main problem 
here.” Frowning, Jen muttered, “Well, that’s how it seems to me.” I responded, 
“Well you've gotta go with how things seem to you. I’m mean, you can’t bullshit 
yourself. You can’t sugarcoat your own thinking. All I’m saying is that if you're 
gonna come to this conclusion, you'd better be pretty damned sure you're right, 
because if there’s a chance you're biased, and that you could be just as responsible 
as Rob is for how things are, and you're acting like he’s the villain, then you're 
pretty much sending your relationship down the river. On the other hand, if you 
can open yourself up to the possibility that you've contributed just as negatively 
as he to where you guys are today, for the first time in a very long time, your 
relationship has a chance.” 

Predictably, Jen was unsettled by my words, and she spent the rest of the 
session grilling me with questions about why I thought she was as responsible 
as Rob for their problems. Like most distressed partners, Jen had fallen prey to 
the brain’s inherent tendency to pay disproportionate attention to things that are 
threatening. She perceived Rob’s actions as dangerous to her well-being, so she 
paid more attention to them than to her own behavior. I explained to Jen that 
she was making one of the most common mistakes that people make in their 
marriages, but this mistake is deadly. Using examples of real situations Jen had 
described to me during previous sessions, I explained how her typical reactions 
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when she was upset with Rob were almost opposite to those of people who know 
how to get their partners to treat them well. 

Although Jen was trying to understand the significance of what I was say- 
ing, at various points in our conversation I could sense waves of defensiveness 
arising in her. At one point, clearly irritated, she snapped, “Why do you keep 
talking about my reactions? I'm sure I could react better, but don’t you have the 
focus backwards? It seems like you're letting him off the hook and saying that 
this is all about my reactions! Doesn't he have some responsibility to stop doing 
things that are hurtful to me?” Jen was raising a legitimate point, and I had a 
good answer to her question, but years of experience have taught me that even 
a brilliant and compelling answer will bounce off a person who is in a defensive 
state of mind. First, I'd need to cultivate receptivity. Jen was still shaking her 
head as I began. “Jen, I think you're raising a good question, and I'll tell you 
my thoughts about it. But first let me say that I’m not trying to tell you what 
to do, or how to think. If I were you, and in my heart what my therapist was 
saying didn’t seem right to me, I'd bag it. And I expect you'll do the same, all 
right?” Jen answered, “Thank you for saying that, but I respect you, and I want 
to hear what you have to say.” She seemed genuine and receptive, whereas 30 
seconds before she was decidedly not. This is consistent with my experience with 
most people. It doesn’t take that much to reduce defensiveness and cultivate 
receptivity, even when you are saying things that are really hard for people to 
hear. When I’m able to drop my agenda temporarily and engage in receptivity- 
cultivating methods (see Figure 9.2), clients usually become less defensive. 

Jen was waiting for my response. “Sooner or later, every single married 
person feels mistreated, and that happens regardless of whether they're actually 
being mistreated or not. People who know how to react effectively when they feel 
offended or mistreated get treated better and better as time goes on. Those who 
don’t know how to react effectively get treated worse. It’s that simple. The way 
you react to Rob when he does things that are upsetting to you will dramatically 
influence the extent to which he'll care about your feelings and be willing to be 
flexible and take your needs into account in the future. In other words, when it 
feels to you that Rob is out of line, and the focus should be on him, it’s actually 
show time for you. You're up to bat. It’s your moment on stage. The same is true 
for Rob. If he wants you to change the way you treat him, he'll need to learn how 
to react more effectively when you do things he doesn’t like.” 

Jen broke off eye contact and stared out the window. Again, I took this 
as my cue to shift from trying to influence Jen to becoming more receptive to 
what was going on in her. “Jen, I know this is a lot to take in. I’m sure you'll 
need some time to think it over. I’m just hoping that you'll keep an open mind. 
Honestly, I’m not sure I could if I were in your shoes. You've been through a lot, 
and I’m asking you to make some serious changes in the way you think about 
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1. Indulge yourself in the positive qualities of your client. The client should sense that you are 
fond of him/her. 


2. Take the time to let your client know that you “get” what it’s like to be him/her. 
3. Look for ways to put yourself on the same level as the client. 


4. Assure the client that you’re not trying to tell him/her what to do or what to believe, and 
that you’re of the opinion that s/he should do or believe whatever seems right to him/her. 


5. Operate from a state where your first reaction is to welcome and accept whatever the client 
says or does. 


6. Invite the client to share his/her reservations . . . welcome them . . . be happy when they 
come. 


7. Look for ways to help the client avoid feeling shamed for having relationship habits that 
predict bad relationship outcomes. 


8. Remind the client that you think his/her partner’s habits are just as off track as his/hers 
are. 


9. Avoid getting a “serious tone” as you talk. Share your thoughts directly, but keep it relaxed 
and light. 
10. Let the client sense that you’re not getting your jollies from pointing out his/her bad habits. 


Rather, you’re being truthful because you like him/her and you want him/her to have the 
kind of love and respect from his/her partner that you know s/he can have. 


11. Follow each moment in which you challenge the client with one of the above ways of 
cultivating receptivity. 


FIGURE 9.2. Cultivating receptivity. 


things . . . and that’s a lot to ask.” Jen shook her head and interrupted me, “You 
know what, if it’s the truth, I need to hear it.” 

The session lasted 90 minutes, and at the end Jen said, “So, obviously, this 
is all new, and it’s kind of throwing me off. I don’t know what I’m supposed to 
do now.” I responded, “Let Rob off the hook.” To make this task concrete, I asked 
Jen to write Rob a letter formally releasing him from the role of villain in the 
history of their relationship. I clarified, “In this letter, I’d like you to present a 
compelling case for why your previous belief that he was bad guy in the story of 
your relationship wasn’t fair, and assure him that you're going to try to keep a 
more balanced perspective in the future.” 

In PET-C, there are three goals for the first phase of therapy: 


1. Getting each partner on board (helping clients understand that the single 
most important thing they can do in order to get more respect, coopera- 
tion, and understanding from their mates is to learn how to react to the 
upsetting things they do in ways that are highly predictive of relation- 
ship success) 

2. Getting each partner down off the high horse (helping clients understand that 
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their own dysfunctional habits have contributed as powerfully to the 
condition of their relationship as have their partner's) 

3. Healing conversation (helping partners discuss hurtful historical moments 
in productive and meaningful ways) 


At this point I had worked with Jen on the first two goals. Now I directed her 
toward the third goal—to have a healing conversation with Rob about a past 
hurt. I prepared Jen for this conversation, spending an entire session making 
sure she understood that she would dramatically influence the odds that Rob 
would be able to care about how she felt by the attitude she brought into the 
conversation and the stance she maintained throughout. I told her, point by 
point, everything I knew about how she could cultivate receptivity while talking 
to Rob about her feelings. 

While I was working individually with Jen, I was having parallel sessions 
with Rob. His perspective on the relationship was just as biased as Jen’s had 
been. To him, it seemed that Jen was irresponsible and took advantage of his 
hard-working nature. He saw her as being like a child who couldn't delay grati- 
fication. He said he didn’t mind working more than she did. What irked him 
was her lack of appreciation for all of the extra things he did to make up for 
her inability to focus, prioritize, and get the most important things done. Rob’s 
condescending attitude was palpable, and I could see why Jen had developed 
so much resentment. It helped me to remember it was likely that, to a degree, 
Rob was judgmental because his brain was playing a trick on him. Like most 
intimate partners, Rob’s and Jen’s nervous systems were wired so that the very 
same conditions that made one of them feel calm and stable made the other feel 
anxious and unstable (Atkinson, 2009). Rob’s nervous system was calmed by 
structure, predictability, and controlling the future. He simply felt better when 
all his ducks were in a row. But for Jen, structure, routine, and a steady diet of 
all work and no play created a sense of restlessness, boredom, and sometimes 
claustrophobic-type panic. Rob attributed his ability to keep his nose to the 
grindstone to his decision to lead a principle-driven life. He was fond of saying 
things like, “Sure, we'd all like to play, Jen, but somebody has to get things 
done!” The truth was that Rob couldn't play until work was done. His nervous 
system prodded him to work first and play later, just as Jen’s nervous system 
drew her toward a more spontaneous approach to life. 

Rob didn’t understand that his belief that all people should work first and 
play later was an emotionally convenient belief for him to hold—one that was 
biased by the characteristics of his nervous system. Rob felt physically bad when 
Jen interfered with the structuring of his world. It was no wonder that he was 
critical of Jen’s looser approach to life. While it made her feel good and stable, it 
sent his anxiety through the roof. 
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My approach with Rob was nearly identical to the way I approached Jen in 
our first sessions, weaving direct challenges with methods for cultivating recep- 
tivity. Across two sessions, I proposed that he consider the following: 


1. His belief that Jen was more to blame for their relationship problems 
made it statistically unlikely that she would care about his feelings or be 
interested in meeting his needs. 

2. Of course, if Jen really was more to blame for their relationship problems 
than he, then there was nothing he could do about it. But if there was 
another explanation for what had happened in his relationship (other 
than one that characterized Jen as flawed and cast her in the role of pri- 
mary villain) he desperately needed it. 

3. Personally, I didn’t think he’d need to look very far. It seemed clear to 
me that he had contributed just as powerfully to their relationship prob- 
lems as she. 


I went on to explain to Rob how I believed he was making a fundamental rela- 
tionship mistake—believing Jen was wrong or out of line when she wasn't. I 
proposed that most of the time in the past, when he'd felt that Jen’s priorities 
were out of line, they weren't. They were just different than his. This didn’t mean 
he should just back off and just let her do whatever she wanted—it just meant 
that the reason why she needed to be willing to make some changes wasn’t 
because she was wrong, but because she was married to him and needed to care 
about his needs and priorities as well as her own. It helped Rob to realize that 
he didn’t need to accept her priorities; he just needed to accept that there wasn’t 
anything wrong with them. He could still ask her to change, but he also needed 
to be willing to change his priorities some too, in order to meet in the middle. 
Both of them would need to stretch their natural way of prioritizing things in 
order to strike a balance. 

Each time I sensed Rob becoming defensive, I dropped my attempts to 
persuade him and welcomed his objections and reservations, assuring him that 
I'd certainly accept that he might not agree with what I was saying. I clarified 
that I felt that it was my responsibility to just give him my point of view. In 
the end, Rob did come to recognize the validity of what I was saying. I think he 
knew already that he needed a different way of looking at his relationship, and 
when he sensed I wasn’t judging him, he began interviewing me carefully about 
exactly how I thought he was off track in his interactions with Jen. 

As I had with Jen, I also talked to Rob about moments when he felt par- 
ticularly hurt or betrayed by Jen. He recounted vividly a situation that had 
occurred only a few months before, when it seemed to him that Jen had inten- 
tionally turned the girls against him. I validated his feelings, then added, “Jen 
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really needs to understand how much that hurt you, Rob. Can I help you talk 
to her about it?” Rob agreed, and as I’d done with Jen, I reviewed the evidence 
suggesting that the attitude he brought into the conversation would dramati- 
cally influence the odds that Jen would care about his feelings. I also discussed 
common pitfalls that could derail the conversation. 


Joint Sessions Begin 


It was in the eighth therapy session when Rob and Jen read their letters and dis- 
cussed past hurtful moments with each other. Until then, we’d met all together 
just once, in the first session. Although I often schedule conjoint sessions sooner 
than this with couples, it isn’t uncommon for it to take this long. Relationship 
changes were happening before the first conjoint session took place. By the sixth 
and seventh sessions, I could feel a shift in the way Jen and Rob were talking to 
each other. I knew they could feel it, too. 

Jen read her letter first: “I haven’t been fair.” Jen’s lip was quivering. “I 
learned when I was young that nobody in my family was going to care about my 
feelings and that it was my job to make sure that everyone else’s life went OK. 
When I married you, I had hopes that you would care about what I wanted, but 
the fact is, I didn’t know what I wanted. I’d learned not to even ask the question 
to myself, let alone ask someone else. So instead of figuring out what I wanted 
and asking you directly for it, I expected you to know, and blamed you for not 
knowing. And I thought that it was my job to give you what you wanted. And 
I resented you for that, too. I never learned how stand up for myself. Instead, 
I’ve blamed you.” Jen stopped and looked softly into Rob’s eyes. “I’ve spent a lot 
of years thinking that you were more dysfunctional than me . . . (smiling) but 
Brent has been setting me straight! He says he can teach me now to stand up 
better for myself and ask for what I need, but I told him he’s got his hands full!” 
Jen paused for a moment, then spoke slowly, “Rob, I’m sorry for all the years I 
was convinced you were the bad guy in our relationship, and I’m going to try to 
change my attitude.” 

Rob sat still, tears rolling down both cheeks. After a moment of silence, 
he wiped his eyes and replied: “I know that I contributed to how you have felt 
about me . . . I’ve given you reason to feel that way. And... I want to make 
sure that you feel comfortable telling me when things are hurting you, so that I 
know what to do. Um, so, thank you... and... we have to roll up our sleeves 
and just move forward. This is gonna take a lot of work, ya know? But you know, 
today you made coffee and you offered . . .” Rob drew a sharp breath and tried 
to maintain composure. Tears flowing and chest heaving, he finished, “ . . . you 
offered to give me breakfast . . . and that felt good.” Rob felt the softness of Jen’s 
hand on his neck. It was a truly tender moment, and I felt honored to be there. 
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Later in the session, it was Rob’s turn. Rather than reading his letter, he 
chose to use it as a guide as he spoke. “Jen, I've blamed you for things that 
weren't your fault or that you had no control over. And I don’t know why. . . 
maybe because I just felt so miserable about me, I’ve had to blame you. But I 
don't like to do that . . . I don’t like to tear you down and I just don’t . . . (fighting 
back tears) You have a very big heart. You're an angel really, and I really believe 
you have this ability to want to serve and do things and make a difference for 
people, because you love doing that. You love helping people, and I squash that 
in you. I bring in negativity, and it hurts you, it’s hurt your purpose and it hurts 
who you are.” Tears were flowing freely down Rob’s face. “I know that, uh, I 
know that I’ve made you feel unloved. I know that I’m guilty of stealing your 
joy. There’s so many things that I wish I could take back ... ” Rob went on 
to talk about a specific thing he wished he could take back—his actions when 
Jen and their daughter Sarah were in Italy. Rob knew that she had felt injured 
by his behavior, but up until now, discussion about the topic had consisted of 
Jen accusing and Rob defending. This time was different. “I was miserable and 
I wanted you to be, too,” Rob said. “I could have called you and made you feel 
less anxious about everything that was going on at home, but I didn’t.” Rob 
continued, “I don’t expect you to ever forgive me for that, but for whatever it’s 
worth, I feel awful about it. (more tears) I just haven't been able to show it.” In the 
moments that followed, Jen confessed that because she had wanted very badly 
to take this trip and she was worried that Rob would try to prevent them from 
going, she had deliberately deceived Rob about many details surrounding the 
decision to go. Rob was stunned, and I could see his generous attitude beginning 
to fade. I knew Jen could feel it, too. I asked to speak with Rob privately for a 
few moments. Alone, using the same methods for cultivating receptivity I'd used 
in previous sessions to challenge his condescending stance toward Jen, I was able 
to help Rob avoid fueling the resentful feeling that Jen’s words had triggered. 
When he returned, he looked directly at Jen and spoke softly, “I appreciate you 
admitting that it was wrong for you to lie to me, but the truth is, I don’t have 
any right to judge you for it. I've done so many harmful things. In a way, I don’t 
blame you for deceiving me. What’s important is that we just stop hurting each 
other and start working together.” 

This was one of those sessions that therapists live for. 


All therapists experience “sessions that therapists live for” and work with clients 
(couples) who stand out as having been especially rewarding to have worked with. 


Question: What client couples have stood out for you in this way? Why? 
What does your identifying those particular couples say about 
you both personally and professionally? 
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For the first time in 15 years, Jen and Rob had exposed their hearts to each 
other, and experienced tenderness in return. 


PHASE 2 


Getting each partner to the point of being willing to risk vulnerability and 
“let the other off the hook” is the job of the therapist in Phase 1 of treatment. 
This is no small task. That is why it is so easy to overestimate the impact of 
accomplishing it, but years of experience have taught me to keep perspective. 
All of the work I had done with Jen and Rob was necessary, and the session in 
which they read their letters to each other got therapy off to a running start, but 
I knew that much more effort would be needed from each of them for lasting 
change to occur. Over decades, each of them had developed highly predictable, 
automatic habits of reacting during upsets, and these habits don’t usually change 
overnight. Sooner or later, the goodwill and positive feelings generated in Phase 
1 would give way to the normal frustrations of living with someone who has 
different priorities and preferences, and old, emotionally conditioned reactions 
would return. The degree of success in changing their relationship would depend 
on rewiring emotional habits. During Phase I, Jen had developed an intellectual 
understanding of how her typical reactions to Rob’s seemingly selfish behavior 
were at variance with the set of habits that are predictive of caring and coopera- 
tion from one’s partner. Rob had developed a similar understanding of his habits. 
Now each of them needed to actually change these habits. 

The first step toward developing new reactions when feeling upset involves 
getting a clear vision of what more effective reactions entail. I reasoned with Jen, 
“If you don’t know, even in theory, how to respond effectively when Rob does 
things that upset you, there isn’t a snowball’s chance in hell that you'll actually 
be able to respond effectively when they really happen.” For the next few weeks, 
Jen became a student of her own behavior. With my assistance, she studied her 
typical reactions when Rob did upsetting things until she knew them backward 
and forward. More important, she developed a clear picture of how she wanted 
to react. Fortunately, she did not have to generate this picture from scratch. I 
helped her draw from decades of research on how people who are good at getting 
understanding and cooperation from their partners go about doing it. Jen read 
about these well-researched habits in a personalized, computer-generated work- 
book, Developing Habits for Relationship Success (Atkinson, 2006, 2009). 

Jen recognized that most of her upsets with Rob involved situations where 
Rob had assumptions about how she should be acting and was criticizing her for 
not doing a good enough job. Using flowcharts like the one pictured in Figure 
9.3, Jen began reviewing every upset that occurred between her and Rob. Jen’s 
typical reaction when feeling criticized consisted of a combination of panic and 
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If Rob Got Upset or Expressed Dissatisfaction First 
Rob was upset, but seemed to have at least somewhat of an open Rob seemed to have his mind made up. 
mind and seemed willing to listen to your point of view. He implied or said you were wrong. 


Did you avoid thinking things like: “He’s over- * Did you avoid hitting the panic button and remind 
reacting!” “He shouldn't be upset over something yourself that his critical attitude was probably just 
like this!” “He’s lost perspective!’? [2] temporary? [7] 

Did you assume there may be a reason for his + Did you fire a friendly warning shot (Ask and Offer), 
feelings that you didn’t fully understand yet? [2] saying something like: 

Did you remind yourself, “Just because | might not “Stop it! I’m listening!” 

feel the same way if | were in his shoes doesn’t “Don't! I'm trying to hear what you're talking 
mean that his feelings are unwarranted” ? [2] about!” 

Did you find and acknowledge the at-least-partly “Would you stop pissing me off and just tell me 
understandable reasons why he was upset? [3] what you're upset about?” [8] 


He seemed less He still seemed critical. 
If you were reluctant to make the changes critical. 


or concessions he wanted, did you let him 

know why? [4] 

Did you assure him that his feelings 

needed to count just as much as yours Did you express irritation at his attitude and tell him to STOP IT, 

and that you were willing to try to find this time more emphatically? Did you let him know (again) that 

some way to meet in the middle? [5,6] you were trying to be open to what he was saying, but you 
expected him to be open and flexible, too? [8] 


He was Hawas Did you express 4 

flexible N i irritation at his He still seemed critical, 

willing a him know that you 

to give unwilling to didn’t expect him 

and give and to agree with you, 
take. take. but you did expect 
him to respect 
your feelings and 
be willing to give 
and take? 


Did you get angry, stay engaged, and demand that 


he explain why he thinks his viewpoint is the only 
acceptable one? [9] 


He was still critical, dismissive 
or inflexible. 


He seemed less critical and more willing to listen. 


Did you let him know he was pissing you off 
and you didn’t want to be around him? [10] 


When you were alone, did you avoid making a big deal in your Did you begin a new conversation without a chip 
mind of how awful his attitude was? (Did you remind yourself on your shoulder? Did you refrain from trying to 


things like: “It’s natural enough for him to want to have his own get him to see how “wrong” his behavior was? 
way” “It’s not a crime that he acted this way. He crossed the line, Did you avoid demanding an apology? Did you 
and I let him have it. No harm, no foul”)? [11] simply return to the issue? [12] 


FIGURE 9.3. Review chart: If Rob got upset or expressed dissatisfaction first. Numbers in 
brackets [] refer to components of the sequence implemented. Copyright by Brent J. Atkinson. 
All rights reserved. 
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disgust. Internally, she usually found herself thinking things like, “He has no 
idea what he’s talking about! If everything doesn’t go the way he wants, he has 
to throw a fit!” Jen usually attempted to explain and/or defend her actions, but 
she felt that almost without exception, her explanations went unheard by Rob. 
Typically, she lapsed into countercriticism (“My priorities aren't screwed up, yours 
are!”), While all of this was happening, another part of her brain was generating 
ideas about how to “calm the big baby down.” She felt compelled to pacify Rob, 
if for no other reason than to escape from his negativity. 

Over a period of weeks, Jen developed a clear picture of how she wanted to 
react when she felt criticized by Rob. Specifically, she wanted to (1) avoid hit- 
ting the panic button and refrain from making a big deal in her own mind of 
how awful Rob was for criticizing her and/or failing to consider her priorities or 
opinions; (2) express irritation at his apparent conclusion that his priorities or 
standards were the correct ones, and hers were substandard; (3) let him know that 
his feelings were valid, and she was willing to be flexible; and (4) let him know 
that she expected the same from him. 

Meanwhile, I helped Rob develop a clear picture of how he wanted to react 
when Jen failed to meet his expectations. Rob typically found himself think- 
ing things like, “She doesn’t see the big picture. She’s acting impulsively. Her 
priorities are out of whack.” Behaviorally, Rob usually got angry and lectured 
Jen about her shortcomings. I reviewed situation after situation with Rob in 
which he felt Jen’s priorities were out of whack, each time challenging Rob’s 
assumption that her actions were substandard, helping him see her choices as 
legitimate—just different than his. Rob had spent two decades allowing the 
mindset that Jen was wrong to go uncontested, and he struggled to be open to 
what I was saying. I drew heavily from the methods of cultivating receptivity 
summarized in Figure 9.2. 

It helped Rob to know that I was not shooting from the hip with my rec- 
ommendations for change, and that researchers had spent decades studying how 
people who know how to get their partners to treat them well go about doing 
it. He devoured the readings about the habits that are predictive of relation- 
ship success summarized in his personalized workbook (Atkinson, 2006, 2009), 
and like Jen, he began reviewing each upset that occurred between them in 
retrospect, identifying precisely where his reactions departed from those that 
are predictive of relationship success, visualizing himself back in each situation, 
thinking and talking to Jen differently than he had. Rob realized that most of 
the time when upsets happened between him and Jen, be was the one expressing 
dissatisfaction or feeling upset first. Thus he found the review chart from his 
workbook pictured in Figure 9.4 applicable in most situations. Rob developed a 
plan for reacting differently when Jen’s behavior failed to meet his expectations. 
Specifically, he planned to take a step back and remind himself that (1) just 
because he might not like how Jen was thinking or acting didn’t mean it was 
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If You Got Upset or Expressed Dissatisfaction First 


* Did you assume there must be a reason for Jen’s thinking or actions that you didn’t fully understand yet? [2] 


* Did you avoid jumping to conclusions and with an open mind ask Jen why she acted that way? [3] 
* Did you hear Jen out and refrain from disputing or debating what she was saying before she was able to explain fully? [2] 


` 


Jen Explained Nondefensively Jen Seemed Defensive or Dismissive 


r 


Did you remind yourself that just because * Did you avoid hitting the panic button and remind yourself 
you might not like how she was thinking that her defensiveness was probably just temporary? [7] 
or acting didn’t mean it was wrong [2]? + Did you assume that she was defensive because she felt 
Did you remind yourself that you’d threatened (i.e., she thought you were inflexible or that 
dramatically weaken your influence if you you were saying that she was out of line and needed to 
implied she was wrong if she really shape up)? [2] 

wasn’t? Did you assure her that you were trying to keep an open 
If you felt that Jen really had done mind and that you really did want to understand why she 
something that almost everybody would was thinking or acting as she did? [5] 

consider wrong, did you follow the 
guidelines from the chart called When 
Jen’s Thinking or Actions are Wrong? 

Did you remember that you have the right 
to ask her to make some changes even if 
there’s nothing wrong with her way of 
thinking or acting? 

Did you ask questions until you found at- - : ; 
least-partly understandable reasons for Fire a friendly warning shot? : 

her point of view, then acknowledge «Did you express irritation at her attitude? 
them? [3, 4] +Did you let her know that you didn’t expect 
Did you explain your point of view without her to agree with you, but you did expect her 
implying that it was better than hers? to respect your feelings and be willing to give 
If you and she still disagreed, did you let and take? [8] 

her know you were willing to be flexible 
and ask her to do the same? Did you 
suggest a way to give and take? [5,6] 


4 


Jen seemed flexible and 


willing to give and take. 


Jen seemed less 
defensive, and began 
explaining. 


Jen still seemed dismissive 
and/or critical. 


She still seemed dismissive and/or critical. 


i 


Did you get angry, stay engaged, and demand that she 
explain why she thinks it’s OK to dismiss your viewpoint? [9] 


She still seemed dismissive and/or critical. 


She seemed less dismissive or critical. Did you let her know she was pissing you off and you 


didn’t want to be around her? [10] 


When you were alone, did you avoid making a big deal in your Did you begin a new conversation without a chip on 
mind of how awful her attitude was? (Did you remind yourself your shoulder? Did you refrain from trying to get 


things like: “It’s natural enough for her to want to have her own her to see how “wrong” her behavior was? Did you 
way,” “It’s not a crime that she acted this way,” “She crossed avoid demanding an apology? Did you simply 
the line, and | let her have it. No harm, no foul”)? [11] return to the issue? [12] 


FIGURE 9.4. Review chart: If you got upset or expressed dissatisfaction first. Numbers in 
brackets [] refer to components of the sequence implemented. Copyright by Brent J. Atkinson. 
All rights reserved. 
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wrong, and if he implied that she was wrong when she wasn’t, he would dramati- 
cally lower the odds that she’d care about how he felt and see his viewpoint as 
valid; (2) he was likely biased in his perceptions about how Jen should be acting, 
and he should get out of the business of deciding what her priorities should be 
and get into the business of privileging her priorities as much as his own, regard- 
less of whether they made sense to him; and (3) when their priorities conflicted, 
rather than trying to trump her priorities with his, ask her to work on a plan for 
meeting him in the middle. 

Through individual sessions, Jen and Rob were becoming clearer on the 
specific ways they wanted to react to each other differently when upsets hap- 
pened—at least in theory. During the same period, I was helping them actu- 
ally implement these new ways of reacting during conjoint sessions. I alternated 
between a 90-minute conjoint session some weeks and individual 60-minute ses- 
sions other weeks. During conjoint sessions, I asked each of them to talk about 
issues they often disagree about. Typically, as they spoke to each other, old habits 
got triggered, and I intervened in one of two ways. First, each of them granted 
me permission to step into the flow of conversation and speak for them momen- 
tarily. Rather than discussing with them how they could react more effectively, 
this method involved showing them an example of it in real time. Often, I was 
able to do this without interrupting the flow of the conversation. 


This PET-C intervention is reminiscent of the technique used in the practice of 
psychodrama called “doubling,” in which the “alter ego” or “auxiliary ego” (here, 
the PET-C therapist) doubles for a client to express thoughts and feelings for that 
person that have been unexpressed. It is a way of exploring unexamined inner 
experience as well as, of course, modeling adaptive interpersonal behavior. 


Question: Helping partners use and improve their relational “voices” is 
common in couple therapy. Identify three or four other ways 
couple therapists can help to strengthen partners’ relational 
voices. 


During one conjoint session, Rob became upset when Jen talked about her 
plans to take the kids to the water park the following Saturday. Rob felt that 
their number-one priority should be to clear out the basement so that he could 
set up a recording studio, which would translate into the extra income they 
desperately needed. “Jen, in a perfect world there would be time for us to go 
swimming every weekend, but we're not in a perfect world. Youre not gonna go 
running off again, leaving me to bail us out of the financial mess we're in!” Jen 
sat silent, jaw clenched, signaling that the panic/disgust combination was alive 
inside of her. I stepped in and spoke for her: “Stop it, Rob! I’m trying to care 
about how you feel.” “Stop what? I seem to be the only one who’s in touch with 
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reality here!” Rob was responding as if Jen had said the words herself. Continu- 
ing for Jen, I clarified, “Rob, your ideas on our financial crisis and what to do 
about it are exactly that—your ideas. Not everybody sees the world the way you 
do, and the rest of us aren't as stupid as you seem to think. I’m willing to try 
to be flexible, but you make it real hard when you act like God and everybody 
knows obviously how our weekend should be spent! I need you to respect my 
feelings, too!” I looked at Jen, checking to see if the words I’d spoken for her 
were an acceptable representation of her feelings. She nodded. Later, she told me 
that the most helpful thing about hearing me speak for her wasn’t the words, but 
rather the tone or attitude I had as I was speaking. She said, “It seemed firm and 
generous at the same time. I don’t think I’ve ever done that.” 

Across 2 months of sessions, I stepped in countless times, sometimes speak- 
ing for Rob, sometimes Jen. This method didn’t always work, and I used session 
breaks as another tool in helping them practice new reactions during conjoint 
sessions. For example in one session, Rob began talking about his frustration at 
coming home to see the house in total disarray (e.g., the kitchen a mess, laundry 
half done and strewn around the house, half-eaten plates of food in the living 
room, kitty box overflowing). Sensing that Rob was falling back into his old 
critical attitude, I stepped in early and spoke to Jen for him, saying, “It was frus- 
trating to get home and see the place in shambles. I just wanted to relax, but I 
couldn't while the place was such a mess.” I glanced at Rob and could see that he 
was satisfied with what I’d said so far. I continued, “I know that not everybody 
cares as much about clutter as I do, and you were probably doing other impor- 
tant things that prevented you from giving attention to the house . . .” Out of 
the corner of my eye I could see Rob rolling his eyes and shaking his head. Turn- 
ing toward him, I said, “It doesn’t look like you can get with what I’m saying 
for you. Am I right?” Rob simply continued shaking his head, looking angry. I 
suggested that we take a break, and Jen went to the waiting room. I spent 20 
minutes helping Rob work with the part of him that felt critical of Jen. Gradu- 
ally he was able to digest the idea that Jen’s behavior might not really be wrong, 
and that it would be in his own best interest to keep an open mind about it. 
When Jen returned to the session, he said to her, “I know that there are going to 
be times when we frustrate each other because we have different priorities, and 
of course, I want you to have my priorities, but I realize that a lot of times you 
probably feel the same way. Last night was just one of those times for me, and I 
guess I just want to be sure that my priorities are at least on your radar screen.” 
Jen looked relieved and assured Rob, “Believe me, your feelings were front and 
center for me. I knew it would be rough on you to find the house like that, and I 
kept hoping I could find time to at least pick up a bit, but it was one crisis after 
another. I can give it some attention today.” Rob smiled and replied, “Sorry to 
be such a pain in the ass.” Jen and Rob had completely pulled out of their usual 
spin, and I could tell it felt great to them. 
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Conjoint sessions facilitated successful changes and generated good feelings 
between Jen and Rob, but between sessions, Jen and Rob were relapsing into 
their old patterns of interaction as often as before. Recent advances in our under- 
standing of the brain explain why changes facilitated during therapy often do 
not translate into everyday life. When they were calm, Rob and Jen knew very 
well how irrationally they thought and behaved during upsets. But when they 
actually got upset, the parts of their brains that knew this shut off. The neural 
networks involved when they were thinking clearly were rarely active when the 
neural processes that generated their self-defeating habits were active. Conjoint 
therapy sessions were effective because I helped them activate brain processes 
involved in clear thinking precisely when their old neural response programs 
were up and running. In these moments, they changed because they were able to 
use more of their brains. But one session per week was not enough to rewire hab- 
its that had been hardwired over decades. I knew that I would need to find more 
consistent or concentrated ways for Jen and Rob to practice new reactions. But 
practicing new reactions alone would not do the trick. They’d need some way to 
practice thinking differently at the moments when they were actually upset. I knew 
that if the neural networks involved in new thinking were active when the old 
neural response programs that drove their ineffective reactions were activated, 
and this happened enough times, eventually these two distinct neural processes 
would bond, so that whenever the old neural response programs became active, 
new thinking would arise automatically. In short, I knew I would need to find 
a way to help Rob and Jen practice new reactions under “game conditions,” that 
is, when they were actually upset, and usually least able to apply new ways of 
thinking. 

At The Couples Research Institute, we have developed a variety of methods 
for facilitating such practice. One of them was particularly helpful for Rob and 
Jen. I asked Rob to carry around with him a small digital audio recorder for a 
period of time. I explained, “Whenever something happens that makes you feel 
upset or dissatisfied with Jen this week, please just turn on the recorder and 
express your feelings as if you were talking directly to Jen. Don’t worry about 
how youre coming across. Just express the way you feel in an unedited fashion. 
Then some time before the end of the day, I’d like for you to try to adjust your 
attitude and record a second version of your complaint, this time speaking from 
the place inside where you're able to be as open-minded and flexible as possible 
without being inauthentic.” 

By the end of one week, Rob had recorded 14 complaints. In an individual 
session with Jen, I transferred the complaints to my computer, then cranked up 
the volume. Out came full-bodied attitude from Rob. Predictably, Jen found 
herself in her typical panic/disgust response state, but unlike real life, here she 
had the luxury of pausing to observe her reactions. In everyday life, she was 
usually so caught up by her reactions to Rob that she never had the space to 
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grapple with them. But this was different. We could turn on and turn off Rob’s 
attitude at will. I began by helping Jen pay close attention to the physical reac- 
tion she had to Rob’s critical tone. Practicing with one complaint, then another, 
she developed the ability to (1) stay physically relaxed; (2) avoid hitting the 
panic button and instead say things to herself like, “He’s upset, but no need to 
worry ... I know what to do,” “Actually, this is a good thing, I need the chance 
to practice,” “It’s not exactly a crime . . . it’s normal to think you're right and oth- 
ers are wrong,” “I can handle this”; and (3) express irritation while also assuring 
him of her intent to care about the fact he is upset (e.g., “Stop it! I’m trying to 
care about what you're saying!”). 

Once we arrived at the sequence of physical, cognitive, and behavioral reac- 
tions she ideally wanted to do when she felt criticized, we practiced implement- 
ing these reactions with fresh complaints until it began to feel natural for her. By 
the end of the session, as soon as she heard his tone, she began relaxing, reciting 
self-reminders, and then she stopped the recording and actually said the things 
she needed to say to him out loud, as if he were present. Within a period of 1 
hour, Jen had developed an ability to react in ways she had not been able to do 
even once in the history of their relationship. 

The sessions in which Jen practiced with Rob’s recordings had a profound 
effect. In fact, after just one session she came in reporting that Rob had launched 
a criticism the same day, and to her amazement, she had found herself relaxing 
rather than panicking, and reciting the self-soothing reminders she’s rehearsed. 
Clearly delighted with her newly developed abilities, she reported, “When I 
actually spoke differently to Rob, you should have seen the look on his face. He 
stopped dead in his tracks!” 

Experience has taught me that several conditions must be present for prac- 
tice to be effective: (1) Clients must be highly motivated; (2) clients must know 
precisely what to practice—physically, cognitively, attitudinally, and behaviorally; 
(3) they must practice at moments when they are feeling upset; and (4) the new 
thoughts they practice must have the effect of creating genuine attitude shifts. 
Simply reciting things to oneself is not of much value unless the things recited 
have the effect of helping one shift internal states. 

The recordings were also an important tool that Rob used in his practice. 
Listening to his own recordings helped Rob realize that while he was working 
hard at trying to avoid criticizing Jen, he often neglected to challenge the atti- 
tude that fueled his criticisms. On the surface, he was making “I” statements 
and talking about his feelings rather than telling her what she should be doing, 
but he sounded inauthentic. The recordings helped him realize that the real goal 
was not to stop criticizing Jen—it was to keep an open mind about the possibil- 
ity that her actions or priorities really might be as legitimate as his. 

Rob and Jen used other practice methods to develop new reactions to each 
other, but practicing with the recorded complaints seemed to work the best for 
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them. Given the power of such methods, it is tempting to implement them 
earlier in therapy. But in the beginning, most partners are not motivated to put 
in the effort required to develop new emotional habits. Often, they do not even 
think they need new emotional habits. They think their partners need them! The 
first phase of therapy always involves cultivating receptivity and getting each 
partner to the point where he or she is highly motivated to change his/her own 
reactions. 


PHASE 3 


When they began therapy, Rob and Jen were frequently caught in the pull of 
their brains’ self-protective mechanisms. The first order of business was to help 
them recondition their brains in a way that allowed them to think and act more 
flexibly when they were alarmed or upset. As Rob and Jen spent less time in 
fight/flight mode, I turned my attention from decreasing negative interactions to 
increasing feelings of fondness and affection. 

Studies suggest that partners who demonstrate more interest in each other, 
engage in more acts of caring and consideration, notice more positive things 
about each other, and express more appreciation to each other have relationships 
that are more satisfying than do couples who do less of these things. However, 
recent brain studies suggest that intimacy-enhancing behaviors such as these are 
likely to affect relationships differently depending on the areas of the brain that drive 
them. The trick to intimacy involves figuring out how to “turn on” the brain’s 
intrinsic motivational states that automatically make us actually feel more inter- 
ested in our partners, invested in our relationships, and desirous of increased lev- 
els of attention from our partners. In the brain, there is a big difference between 
caring actions that are driven by a principled decision to act (e.g., “It’s the right 
thing to do,” or “It’s how a good partner should act”) and caring actions that 
emanate from one of the brain’s natural motivational systems. The former will 
feel like work—the latter will not. 

As Jen and Rob began acting more respectfully toward each other, I sensed 
an automatic increase in positive feelings, but I did not want to leave this process 
to chance. Because they had been hurt so many times, each of them had gotten 
out of the habit of making bids for connection. They were afraid to allow them- 
selves to want each other’s love and affection. The feeling of wanting affection and 
attention emanates from one of the brain’s seven executive operating systems. 
When this circuit is electrically stimulated, people experience feelings that they 
describe as emptiness, loneliness, or the feeling that something (or someone) is 
missing. This brain system produces a yearning for meaningful contact with 
others, and is particularly active in the younger members of all mammal spe- 
cies, who must depend on the protection of others for survival. However, there 
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is an abundance of evidence that in healthy adults, the circuit remains active 
throughout life, providing the motivation for human contact. Nature’s plan does 
not involve emotional self-sufficiency. Scores of longitudinal studies suggest that 
individuals who cut themselves off from the need for emotional comforting from 
others do not function as well as individuals who continue to experience a need 
for emotional comforting throughout their lives (Siegel, 1999). When soothing 
emotional contact is consistently available, individuals develop a sense of secu- 
rity that allows them to avoid wasting energy being overly vigilant to danger 
(Cozolino, 2002). Neuroscientists believe that this brain system is central to 
the forming of secure emotional bonds that buffer individuals against stresses 
throughout their lives (Panksepp, 1998). 

Early in their relationship, Jen and Rob each regularly experienced longing 
because loving attention from each other was readily available. They felt eager to 
be with each other, and they missed each other when apart. As they began feel- 
ing hurt and disrespected by each other, their longing circuits went dormant and 
each stopped feeling needed by each other. In individual sessions, I asked Rob 
and Jen to talk with me about what they used to love about their relationship. 
The goals in these sessions were to (1) get them interested in having more of the 
kind of attention and caring from each other they formerly had, (2) help each of 
them realize that there are skills involved in eliciting genuine interest and car- 
ing from one’s partner, and (3) emphasize that these skills begin with allowing 
oneself to feel the desire for attention and nurturing from one’s partner. 

Jen had difficulty allowing herself to want attention and nurturing from 
Rob. She was relieved when the fighting and accusations abated, and stated 
plainly that if this moratorium continued, it would be good enough for her. 
I talked with her about the evidence suggesting that the absence of fighting 
alone does little to ensure the long-term health of a relationship, and that unless 
partners are genuinely fond of each other, their relationships continue to be at 
risk of backsliding and ultimately dissolving. I helped her realize that one of the 
main reasons why she did not allow herself to want more from Rob was that she 
thought he already wanted too much from her. If she allowed herself to want 
more, she feared that he would feel even more entitled and increase his demands 
for her attention. I prepared Jen to talk to Rob about this in a nonblaming 
way, and gradually she did allow herself to want more attention and nurturing 
from him. For the first time in years, she began making bids for connection. 
Rob also worked hard to shift his critical attitude about Jen’s relative emotional 
self-sufficiency. Even on a good day, she needed less emotional contact than he. 
Over the course of a few sessions, I helped him understand that healthy people 
have different levels of need for togetherness, and the single most potent thing 
he could do to make Jen want even less contact with him would be to think of 
her lower level of need as dysfunctional or selfish. In the past, Rob had indeed 
thought of her this way, and he often saw her efforts to connect with him as 
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weak and insufficient. Of course, this was demoralizing to Jen, and she withdrew 
further. This pattern shifted when Jen began to sense that Rob’s perspective 
was genuinely changing. As his critical attitude lifted and he began expressing 
gratitude for each small effort Jen was making to connect, she experienced a new 
kind of freedom and authentic desire to spend time with him. 

Longing is just one of the four brain systems that draw humans closer together. 
A second system produces feelings of tenderness, empathy, and concern about the 
anxiety and discomfort of others. A third system produces a carefree, fun-loving 
state of mind that results in lighthearted teasing, playful banter, joking around, 
and other forms of spontaneous and enjoyable exchange between partners. A 
fourth system creates sexual interest and arousal, inspiring intimate sexual con- 
tact between partners (Panksepp, 1998). Before therapy ended, we explored and 
resolved a variety of attitudes and actions that were blocking the full activation 
of each of these brain systems in Rob and Jen. In all, therapy spanned 7 months 
and involved 28 sessions. Six months after therapy ended, Rob and Jen reported 
that they had experienced two “tailspins” when they relapsed into old patterns, 
but on each occasion, they pulled out of the spin within 24 hours. They reported 
excitedly that they had auditioned together for an upcoming community dance 
performance and were busy with rehearsals. Jen summed it up: “He still drives 
me crazy, but he’s my best friend.” The look in her eyes, more than the words 
she spoke, gave me confidence that the changes they experienced in therapy were 
still alive and well. 
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CHAPTER 10 


Relational Empowerment 
in Couple Therapy 


An Integrative Approach 


MONA DEKOVEN FISHBANE 


Fak left a message on my voice mail, wanting to make an appointment for 
himself and his wife, Lisa, for couple therapy. As I prepared to call him back, 
I noted how frequently now it is the man in heterosexual couples who initiates 
the first call for therapy. When I first began practicing couple therapy decades 
ago, it was almost always the woman who called. Men were often hesitant about 
therapy, which they regarded as a place for the weak, crazy, or female. Back then, 
I devised a technique for inviting reluctant husbands in. I suggested that the 
wife say, “I am going to therapy to try to improve our marriage. If I were you, I 
would want to have a say in what our marriage will look like. You might want 
to join me in this process.” No man refused this invitation, as it framed therapy 
as being about power and choice, not weakness and madness. 

When Erik and I talked on the phone, it was clear that seeking couple 
therapy was his initiative. In fact, he was desperate to work on his marriage 
with Lisa. However, his enthusiasm for couple therapy was recent; Lisa had been 
begging for this for years, but Erik had held out, saying that he accepted Lisa 
as she was, and why couldn't she do the same for him? Finally, Lisa had come 
to the end of her rope, and was seriously considering divorce. Erik was terrified, 
and asked her to go with him to couple therapy. His calling me was fueled by 
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his fear of losing his wife, and was his effort to show her his good-faith effort to 
save their marriage. 


COUPLES IN DISTRESS: 
RELATIONAL DISEMPOWERMENT 
AND DISCONNECTION 


Couples come to therapy in distress. Sometimes, as with Erik and Lisa, the dis- 
tress has festered for years, and the damage to the couple bond has been deep 
and pervasive. For other couples, attention to their difficulties comes earlier in 
their relationship, and because trust and hopefulness are still robust, they can 
make changes more easily. In either case, the distress is often about connection 
and attachment. Many of the qualities of healthy couple relationships—respect, 
friendship, admiration, support, intimacy—have become impaired in unhappy 
couples. Hurt feelings abound. Power struggles, blame games, and emotional 
reactivity dominate many of the couples who come to me for therapy. Feeling 
disconnected from and “dissed” by the other, many partners spend considerable 
energy protecting themselves and attacking or criticizing the other. 

The power struggles and competition that characterize unhappy intimate 
relationships are reflective of the dominant U.S. culture, in which individual 
needs are often privileged over obligation and care for the other. Many partners 
come to long-term relationships with their debating skills honed but lacking 
other tools, including the capacity for dialogue. 

I have come to view blame, reactivity, and power struggles as signs of rela- 
tional disempowerment. These behaviors often stem from a desire to be heard 
and validated by one’s partner. Attacking and defensive behaviors can be seen as 
“attachment protests” (Johnson, 2008) that bespeak the deep yearning for con- 
nection in intimate relationships. When we don’t feel heard or don’t have tools 
to repair disconnections, we feel threatened. In the language of neurobiology, 
our emotional brain—especially the amygdala—takes over in these moments. 
As partners escalate into rage or disengagement, they are dancing the “limbic 
tango” (Goleman, 1995, citing Gottman), as each one’s amygdala activates the 
other’s. Since we are “wired to connect” (Fishbane, 2007), and are deeply rela- 
tional creatures, one partner’s distress sets off the other’s through “emotional 
contagion” (Goleman, 2006). 

My work with couples has been informed in recent years by the burgeon- 
ing neuroscience literature (Atkinson, 2005; Cozolino, 2006; Fishbane, 2007, 
2008; Siegel & Hartzell, 2003), as well as the attachment literature (John- 
son, 2004, 2008), intergenerational family systems theory (Boszormenyi-Nagy 
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& Krasner, 1986; Bowen, 1978; Lerner, 1985; McGoldrick, 1995), narrative 
approaches (White & Epston, 1990), the relational theory of the Stone Center 
(Jordan, Kaplan, Miller, Stiver, & Surrey, 1991), collaborative approaches (Wile, 
2002), and Martin Buber’s philosophy of dialogue (Fishbane, 1998). In short, my 
approach could be called an integrative relational couple therapy. I utilize theory 
and techniques from many different schools of therapy that all converge on a 
relational view of the person (Fishbane, 2001) and of couple connections. 


Probably the great majority of couple (and other) therapists are “integrative,” 
although many refer to themselves as “eclectic.” 


Question: Are you “integrative” in your work with couples? Are you 
“eclectic”? What are the main differences between integration- 
ism and eclecticism? If you would describe yourself with either 
of these words, which of the many established approaches to 
couple therapy do you bring together? What kinds of specific 
techniques, originating in different “schools” of couple therapy, 
do you call upon? How have you arrived at your unique way of 
drawing upon different therapeutic approaches? 


FACILITATING RELATIONAL EMPOWERMENT 


The overarching goal in my work with couples is to facilitate relational empower- 
ment in each partner. This includes developing emotional intelligence (awareness 
of and management of one’s own emotions) as well as social intelligence (empathy, 
healthy boundaries, generosity). Repair is key in successful couple relationships 
(Gottman, 1999). I help couples develop their repertoire of repair techniques 
and focus on the positive aspects of apology. In this regard, many clients assume 
that to apologize is a sign of weakness, an admission that one was wrong and the 
partner right. I counter this view with the idea of apology as a sign of relational 
empowerment, an ability to repair and move forward in the relationship. These 
qualities of emotional and social intelligence overlap with Bowen’s ideas around 
differentiation. At times in working on differentiation within the couple rela- 
tionship, issues from partners’ families of origin emerge, and we may do some 
family-of-origin coaching work as part of the couple therapy. 

In fostering relational empowerment, I utilize “neuroeducation” with cou- 
ples. We identify moments of reactivity and moments of reflectivity in terms 
of the parts of the brain that are activated in each state. I normalize the uproar 
in the amygdala when we feel threatened; we are wired to react with fight or 
flight when we feel attacked. At the same time, I suggest tools for partners to 
use when they feel threatened that call upon their higher brain, their prefrontal 
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cortex (PFC). I note, for example, that it takes time to calm down once agitated. 
Couples who are in an escalated emotional state are encouraged to take a break, 
calm down, and only then attempt a repair conversation (Gottman & Gottman, 
2005). The tools language is central to my work: I offer “tools for your toolbox” 
(Fishbane, 2007), interventions that are concrete and specific. Clients—especially 
men—love this language since it gives options that counter their sense of hope- 
lessness when things escalate. This work moves the couple away from a win—lose 
mentality to a sense of teamwork, as together they try to choose behaviors and 
develop neural pathways that are more in keeping with their values and hopes. 


At least four contributing authors (Atkinson, Chapter 9; Fishbane, Chapter 10; 
Goldman & Greenberg, Chapter 12; and Solomon, Chapter l6, this volume) 

to this casebook explicitly emphasize the relevance of the findings of modern 
neuroscience research to their central therapeutic orientation. At the same time, 
their underlying psychotherapeutic theories are quite different from one another 
(pragmatic—experiential, integrative-relational, emotion-focused, object relational, 
respectively). 


Question: Think about how those authors bring their understanding of 
relational neuroscience into the therapy process. Do they dif- 
fer in how they “use” these findings? For example, do some of 
these therapists use neuroscience data more to inform how 
they think about what their couples are experiencing, to help 
them adjust their interventions? Are some among them more 
overtly “psychoeducational” (what Fishbane calls “neuroeduca- 
tional”), teaching couples about central principles of neurosci- 
ence and how specifically to improve the process of mutual 
affect regulation? 


Drawing their dance with the vulnerability cycle diagram (Scheinkman & 
Fishbane, 2004; see Figure 10.1, p. 224) is empowering to the couple. They learn 
to “look behind the scenes” of their partner’s selfprotective survival strategies, 
seeing the other's vulnerabilities that are fueling the problematic reactions. I 
suggest that “behind an angry person is a hurt person” (or, as one client put it, 
“hurt people hurt people”). Partners are often moved by seeing that behind the 
other’s criticisms, outbursts, or withdrawals are feelings of inadequacy, fear of 
abandonment, or anxiety about being loved. We link both the vulnerabilities 
and survival strategies to prior experiences of the individual, often in the family 
of origin, but sometimes to traumatic experiences outside the family (e.g., expe- 
riences of assault, war, immigration, prior hurtful relationships) or to traumatic 
experiences from within this relationship (e.g., past affairs or other “relationship 
wounds’; Johnson, Makinen, & Millikin, 2001). 
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FOSTERING EMPATHY 


Witnessing the impact of old wounds on one’s partner usually calls forth empa- 
thy and care. I actively seek out and highlight those moments, catching a soft 
expression or teary eye, amplifying it as we identify the concern that has been 
hiding behind anger and judgment. Sometimes in a session I refer to research rel- 
evant to the work of the moment, citing, for example, the ways in which empa- 
thy and its neurochemicals are antidotes to stress, and the impact of chronic 
stress on the immune system. 

The human capacity for empathy appears to be innate (Decety & Jackson, 
2004); some of its noncognitive aspects are even shared by primates in rudimen- 
tary form (deWaal, 2009). There is variability in empathy capacity in humans 
(Watson & Greenberg, 2009), affected by both biology and experience. Empathy 
includes an automatic, subconscious, and subcortical experience of resonating 
with another, feeling what the other feels in one’s own body. The second aspect 
of empathy is cognitive, in which one more explicitly puts oneself in the othet’s 
shoes. Finally, empathy requires the ability to selfregulate and differentiate self 
from other so one doesn’t become lost in personal distress at the other’s suffer- 
ing (Decety & Jackson, 2004). These three components of empathy—emotional 
resonance, cognitive understanding, and self-regulation—all contribute to what 
is optimally a seamless flow of empathic attunement. 

Some clients, however, are clueless about empathy. I have had clients say to 
me, “I don’t do empathy. I judge feelings.” More often, a client is ashamed of his 
or her inability in this arena, especially as it becomes clear in the work how cru- 
cial this capacity is for healthy relationships. Many men are at a particular dis- 
advantage with regard to empathy, as in our culture boys are discouraged from 
awareness of feelings other than anger. Men often assume they should protect 
their partner by fixing things or offering advice and are hurt when their offer is 
rejected by a female partner who is looking for an empathic connection. Many 
women find empathy problematic as well; some learn to over-give to the other 
at the expense of self (Jack, 1993). Losing her own voice and agenda as she tunes 
into her partner’s needs can result in resentment or depression for the woman. 
Individuals—male or female—who were raised by nonempathic or dismissive 
parents may have particular trouble with empathy. 

In working with a couple in which one partner is empathy impaired, I 
offer to coach this partner in empathy skills. We may focus on the emotional 
resonance aspect of empathy, helping the client identify his/her body sensations 
while listening to the partner. We may also work on cognitive accuracy (e.g., 
using the Speaker/Listener technique) and attend to processes of self-regulation 
if the client becomes reactive while listening to the partner. Describing empathy 
as something that can be learned is a great relief to clients as we operational- 
ize and practice it in the laboratory of the relationship. At the same time, I 
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sympathize with the other partner on how wooden and slow the learner’s first 
attempts at empathy may seem. I note that the learner may be “doing” empathy 
at first from the left part of the brain, talking his/her way through the moment. 
For example, a husband once said in session, “If I were my wife right now, how 
might I be feeling?” He got there eventually, but I had to coach his wife not to 
roll her eyes at the laborious process she was witnessing. Eventually he will learn 
to be empathic in a more flowing way, as new pathways are wired in his brain. I 
make it clear that empathy is one of the basic tools in the relational toolbox. One 
husband said to me, “Even though empathy and reining in my criticism are not 
natural to me, I know this is good for my marriage, and so I am willing myself 
to do it.” His attempts at the beginning are effortful, conscious, and laborious. 
Eventually, in my experience, they can become natural and require less work. 

I also normalize for couples that when we feel threatened, empathy often 
goes out the window as we dive down into our self-protective strategies. I help 
clients resist those automatic moves, working to pause and choose consciously 
more productive behaviors. Indeed, I believe that it is the development of con- 
scious choice that makes for change in therapy. 


DILEMMAS OF CHANGE 


Therapy is the business of change. Therapists from all schools have written on 
the challenges of the change process, and the many ways it can go awry. In my 
training, I learned “to paradox” clients, to somehow trick people into changing. 
That approach never fit for me, as it felt disrespectful and sneaky. However, it 
did open my eyes to the fact that change is complicated and can be paradoxical. 
On the one hand, we want to change, and we pay therapists to help us do so; on 
the other hand, we are terrified of change and hold on for dear life to what we 
know, to who we are. I have come to respect clients’ fear of change as healthy and 
inevitable. Transformation is possible, but it requires hard work and much prac- 
tice. Neuroscience sheds light on the change process. Neuroplasticity and neu- 
rogenesis account for change: We are constantly rewiring our brain through new 
experiences and challenges, and new neurons are being created as well. On the 
other hand, Hebb’s Theorem, “neurons that fire together wire together” (Doidge, 
2007, p. 63), explains the difficulty of change: Our habits reflect neural ruts. The 
more we do something, the more we will do it in the future. Developing new 
habits requires “massed practice” (Doidge, 2007), as new neural pathways are 
created and strengthened. 

For some couples, “change” is a transitive verb with a direct object, as in 
one partner trying to change the other. This is what Erik had resisted in Lisa for 
years: she wanted a new and improved husband, and he wanted to be loved and 
accepted as he was. Iam sympathetic to both: as we will see shortly, Lisa had felt 
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starved emotionally in the marriage, finding her husband aloof and unempathic. 
Erik became defensive when Lisa tried to reform him, justifying his worth by 
describing all he did for her. Her bid for connection—expressed judgmentally— 
threatened his sense of identity and self-worth (Greenberg & Goldman, 2008). 
The couple was stuck on the horns of the dilemma of change. Her criticism and 
his justifying defensiveness had brought them to the precipice of divorce. Our 
work will identify the self-defeating results of both their behaviors in this dance 
and offer a different pathway to change in which each can be a chooser of new 
responses. As we do so, we will address each one’s hopes for and fears about 
change. I take these fears seriously, as for many clients change can feel threat- 
ening to the core of their being. It is precisely because of this threat that each 
partner must see change as a choice rather than feeling it imposed from the other 
or from the therapist. 

I do not consider it my job to change couples. I offer them a safe context and 
tools to choose change for themselves. With this approach, I rarely encounter 
“resistance.” I have come to believe that resistance is a signal that I have stepped 
on a client’s toes, activating a survival strategy, or that I have been pushing for 
change too aggressively. When this happens, I apologize and own my mistake. 
When clients are upset or angry with me, I try to be open to the feedback and 
not defensive. If this is going to be collaborative work, I need to be flexible and 
responsive to my partners in change. 


As any even beginning couple therapist knows, couple partners often differ tre- 
mendously in their readiness to change. Such a difference can create enormous 
challenges for the therapist. For example, the “more motivated” partner is typically 
more responsive to the therapist’s interventions, more active in sessions, and so on. 
Moreover, different types of interventions (e.g., action-oriented vs. reflective) are 
probably more or less called for with individuals with different levels of readiness 

to change. 


Question: How do you (or might you) address couples when there are 
very obviously different degrees of (initial) openness to change, 
including even simply being in joint therapy? What should be the 
focus of your conversation? How might this couple difference 
affect the establishment of the therapist—patient alliances? 


POWER 


The power struggle that plagues Lisa and Erik characterizes many couples in ther- 
apy. Both partners may employ “power-over” tactics to get the other to change, 
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in order to meet their own (often legitimate) needs. The interplay between power 
dynamics and gender has been considered in the family therapy and feminist 
literature (Goodrich, 1991; Greenberg & Goldman, 2008; Knudson-Martin & 
Mahoney, 2009; Walsh, 1989). Men tend to be socialized to prevail in relation- 
ships, and may resist being influenced or controlled by a woman. This is compli- 
cated by the fact that many men feel intimidated by their female partnet’s social 
and emotional intelligence; in reaction to conflict a man may feel flooded (Gott- 
man, 1999), and revert to stonewalling, defensiveness, or domineering behavior. 
Women trained to accommodate men may not know how to hold their own in 
an interaction, and may become depressed or furious at what they experience as 
an unfair balance of power. I consider dominating behavior by either partner to 
be a sign that that person doesn’t know how to speak respectfully and be heard 
in the relationship. This, then, becomes part of the therapeutic task. 

My job is to help transform the power struggle, the “power-over” dynamic, 
into a process of “power to” (Goodrich, 1991), in which each commits to growing 
and challenging his/her own unproductive behavior in the relationship. As I see 
it, “power to” is emotional and social intelligence. It is epitomized by the Roman 
Stoic philosopher Seneca’s maxim, “Most powerful is he who has himself in his 
own power.” “Power to” results from having tools in one’s relational toolbox, 
including empathy, the ability to speak and be heard, and the capacity to regu- 
late one’s own emotions. One aspect of “power to” is “making a relational claim” 
(Fishbane, 2001). This entails voicing one’s own needs or concerns in a manner 
that respects the other's feelings, taking into account the impact on the relation- 
ship of how one speaks. Making a relational claim is thoughtfulness based on 
emotional intelligence. 

We also look at “power with” (Jordan et al., 1991): What kind of relation- 
ship does this couple want to have? How can they go about getting it? Erik 
wants less tension and more acceptance. He learns in therapy that he can have 
that when Lisa feels heard by and connected with him. Lisa wants more connec- 
tion; she learns that she will have that when she is softer and more appreciative 
of Erik. With a “power-with” mindset, they can encourage each other to grow 
and become more capable. And they are working together as a team to nurture 
their relationship. 

This expansion of power considerations to include “power to” and “power 
with” is not meant to overlook real and potentially dangerous power imbalances 
in couples. Power differentials in terms of physical size, financial means, and 
the potential for violence have serious consequences for couples. Dominance and 
abuse are harmful to victims and corrosive to intimate relationships. The present 
formulation is meant to augment our usual thinking about power differences 
and power struggles to include subtler power dynamics and emotional and social 
power, as well. 
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ACCEPTING AND CHALLENGING 


As a therapist, I am both active and receptive. I “hold” each partner, aware of his/ 
her vulnerabilities and fears. I regard each with respect, looking for the resources 
of trustworthiness and competence. At the same time, I hold each accountable 
and challenge damaging or unproductive behaviors. I have rarely met a survival 
strategy (other than abuse) that I don’t respect, once I hear the context in which 
it emerged. I convey this respect to the client, even as I challenge the strategy in 
terms of its usefulness as practiced in this relationship. I encourage partners to 
“grow up” their own survival strategies, to make them more flexible and adap- 
tive. For example, a pleaser who has overfunctioned may learn to take a stand 
about her own needs and to set limits, while still maintaining her sensitivity to 
others and her willingness to help. A controller learns to soften and make room 
for the concerns of the other. Growing up survival strategies means becoming 
less rigid and developing other strategies in one’s repertoire. 

The balance between acceptance and challenge is a complex dance for the 
therapist. At times I am empathic and quiet, resonating and receptive to the 
pain of my clients. At other times I am active, stopping an interaction, interven- 
ing, offering alternatives. At times I am teaching, sharing a snippet of research 
or neuroeducation, normalizing the couple’s dilemma while challenging them to 
change. Challenging clients is only safe if they feel the therapist’s positive regard 
and do not feel shamed. Indeed, I am explicit with clients that my office is a 
shame-free and blame-free zone. We work collaboratively to keep it that way. I 
utilize the “least pathology assumption,” looking for descriptions and explana- 
tions for problematic behavior from a sympathetic standpoint. At times I am a 
coach; at times a cheerleader; at times an empathic witness. 

In working with couples, managing the alliances so that each feels accepted 
and respected can be difficult. I rely on “multidirected partiality” (Boszormenyi- 
Nagy & Krasner, 1986) to keep me balanced and engaged with both partners. 
Couples often come to therapy looking to the therapist as a judge who will deter- 
mine who is right and who is wrong. I sidestep this role, making it clear that 
this is not a zero-sum game, and that I will be supportive of both and challenge 
both in the work. 

I am aware of countertransference temptations to be the rescuer, or to feel 
like the expert. While I do have some expertise as a facilitator and coach of com- 
munication and relationship skills, I do not feel superior to my clients. I consider 
myself a fellow traveler with them for awhile on their road, aware that their 
journey predated me and will continue without me. Like many family therapists, 
I do not “do” official terminations. Clients stop the work when they are ready, 
or take a break. When we finish a piece of work, I make it clear that the door is 
open and they can return in the future if something comes up that they want to 
explore in therapy. 
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Fishbane’s comments here about termination are reminiscent of the idea of “brief, 
intermittent” psychotherapy others have described, a view that is inherently aware 
of and respectful of a developmental perspective on couple relationships. 


Question: What expectations do you usually have about the process of 
termination in couple therapy? What kinds of “criteria” usually 
lead you to think a given termination is “appropriate” rather 
than “premature?” 


Rather than try to rescue clients, I cultivate a stance of curiosity, Buber’s 
“readiness to be surprised” (Fishbane, 1998), which protects me from burnout. 
The surprise may come in the second session, as my impressions from the first 
meeting are altered by new information and new affect in the second. Or it may 
come in the middle of a session down the road, when a turn of phrase or a new 
idea presents itself to all of us and my world changes just a little bit. 


$ * * 


LISA AND ERIK 


Lisa and Erik come to my office. A Caucasian couple in their mid-50s, they are 
articulate and attractive. Erik is a professor of engineering, and Lisa is a school 
social worker. Both are successful in their careers and grateful to have stable 
jobs in an uncertain economy. Their two daughters are away at college. I ask 
how I can help the couple and invite them to tell their story. Since I had spoken 
briefly to Erik on the phone, Lisa begins. She is clearly exasperated and angry. 
“Erik is hopeless,” she says. “He is tone-deaf to my needs, defensive whenever 
I raise an issue, and condescending. I’ve had it. I have accommodated, cajoled, 
whined, and begged for 30 years, and I can’t take it anymore. Unless something 
changes drastically, I think this marriage is over. I have implored Erik to go to 
marriage counseling for years, and I always get the same answer: ‘Therapy is for 
wimps and losers. Stop trying to change me. I don't abuse you, I don’t drink, 
Im not unfaithful. What do you want from me?’ Then when I tell him what I 
want, he discounts it, gets angry, or storms off. I need a grownup partner, not 
a child.” 

Erik looks miserable as he listens to Lisa’s litany of his sins. He is desperate 
to please her, and to make therapy work, but he can’t help himself. He settles 
into his defensive counterattack. “You are always complaining. You don’t know 
how good you have it. I pay the bills, help around the house, support you in 
your work, give you advice when you need it. I accept you as you are; why can’t 
you accept me as I am? Do you know how sick I am of you trying to change me? 
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Marriage isn’t reform school! What about respect? I am treated like a child, and 
I'm sick of it!” 

It is painful to hear Lisa’s and Erik’s narratives. Clearly, both are hurting, 
and this stalemate has been going on for a long time. They have become mean 
and closed off to each other. As I sit with them, I feel their despair. I see Erik 
wince at Lisa’s contempt, and I feel Lisa’s loneliness and disappointment. I reply, 
“Clearly you are both in a lot of pain. And this has been going on for a long time. 
Lisa, you feel that you can’t get through to Erik no matter what you do or how 
loud you turn up the volume. Erik, you are demoralized and hurt by Lisa’s criti- 
cisms. Was it always like this? Was there a time when you were drawn to each 
other and didn’t feel disappointed and hurt as you do now?” 

They tell me how they met and fell in love. Lisa had ended a relationship 
with an abusive boyfriend, and Erik was lonely and looking for companionship 
and love. They met through a friend and hit it off right away. Erik was immedi- 
ately taken by Lisa’s bubbly personality and social graces. While he felt awkward 
in conversation, she was a natural. She made him feel relaxed, and he basked in 
the light of her positive energy. Lisa warmed to Erik more slowly, but came to 
love his solidity, the way he was unflappable in a crisis. She recalled the time 
long ago when her car was stolen and he took over, helping her deal with the 
police and the insurance company. He was protective of her after the incident 
and would accompany her back to her apartment after a date to make sure she 
was safe. She felt he was her rock of Gibraltar. 

I ask about their families of origin. Lisa’s father was emotionally abusive; 
her mother was depressed and unable to protect Lisa and her sister. Lisa was 
a parentified child, tuning into her mother’s needs, warily staying out of her 
father’s way, especially if he’d been drinking, and helping to raise her younger 
sister, Cathy. When Lisa met Erik, she knew he would never be abusive like her 
father; he was even-tempered and calm, unlike both her parents. Lisa felt safe 
with Erik. He was so different from the abusive boyfriend she had been with 
before she met Erik, and she welcomed the break from the drama and storms of 
that relationship. Erik was an only child. His father died in a car accident when 
Erik was 7, and his mother became overprotective of her son after the accident. 
Her protectiveness shaded into criticism, and Erik became resentful of her nega- 
tivity and control. He was never able to confront her about this, because he felt 
badly for her, a single mother with a heavy load to bear. Whenever he tried 
to speak up, she quickly silenced him with guilt; for her devotion and sorrow, 
she expected goodness and obedience from her son. So Erik’s resentments went 
underground. Erik never grieved his father’s death and never felt he got a chance 
to get to know him. To Erik, Lisa seemed so different from his mother; early in 
their relationship, Lisa was kind and appreciative of him. Erik felt strong and 
competent with Lisa as she welcomed his protection and advice. And he adored 
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her positive, effervescent approach to life. He was in awe of her social skills and 
can-do attitude, so different from his mother’s negativity. 

How did this couple get from there to here? I wondered this to myself, and 
asked the question aloud. When did things sour between them? At first, things 
went well in their marriage. Erik worked hard and long hours as an engineer, 
and as their first baby girl, Amelia, came quickly, Lisa stayed home, thrilled to 
be a mother. Periodically she would become exhausted and overwhelmed and 
look to Erik for support. He was bewildered by parenting an infant, and deferred 
to Lisa, the expert. He came home from work tired and drained, and the last 
thing he had to offer was the conversation that Lisa so desperately needed after 
a day at home with a baby. So Lisa made the best of things, and turned to her 
sister, Cathy, for support and companionship. Cathy also had a young child, and 
the sisters learned together how to be mothers. 

Things became more difficult when the second baby came. Sandra was a 
difficult baby who was ultimately diagnosed with Asperger syndrome. Lisa was 
determined to give her child every advantage, and threw herself into the project 
of helping both daughters learn and grow to their own potentials. This included 
therapies and tutoring of various kinds for Sandra. It took an enormous toll on 
Lisa to give Sandra all she needed without neglecting Amelia. When Lisa would 
turn to Erik for support and help, he would try his best, but he felt out of his 
league. Lisa felt overburdened as she had in childhood. When Erik would com- 
pete for Lisa’s attention, she would occasionally blow up at him, saying, “It’s like 
I have three children, not two! Be an adult and stop complaining!” The first time 
this happened, Erik was stunned. He felt socked in the stomach, as old memories 
of his mother’s anger and criticism came flooding back. As with his mother, Erik 
did not know how to tell Lisa of his experience. Instead, he pulled away from 
Lisa, thinking he was giving her space to calm down. They would reconnect, but 
neither was able to process the gap that had emerged between them. Over time, 
this gap widened and deepened. Erik tiptoed around Lisa’s anger, and Lisa felt 
alone in the relationship. 

As the marriage became less satisfying, Lisa turned more and more to her 
sister. Cathy provided Lisa with the empathy and closeness that she yearned for 
from Erik. Over the years, the sisters’ relationship helped to stabilize Erik and 
Lisa’s marriage by providing Lisa with an outlet for her frustrations and the inti- 
macy that she needed but lacked in her marriage. Cathy was also an ally with 
Lisa in dealing with their parents. The two sisters, from early childhood through 
adulthood, would huddle together and comfort each other when their father was 
difficult or mother was depressed. 

Erik, an only child, had no ally to help him deal with his mother. He did, 
however, enlist Lisa into that role. He was afraid to take his mother on directly, 
and he would defer to Lisa to deal with his mother. Lisa resented that Erik’s 
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mother would come over without calling to visit the grandchildren. It was left 
to Lisa to set the limits with her mother-in-law, as Erik was too hobbled by guilt 
and fear to confront his mother. Periodically Lisa and her mother-in-law would 
have a row, and Erik would try to prevail on his wife to “make nice” and make 
amends. Lisa did so, reluctantly, but it always ended in a fight for the couple as 
Erik held fast to his “duck-and-cover” tactic with his mother, and Lisa felt alone 
and unprotected by Erik in dealing with her mother-in-law. 

There were moments of truce and positive energy over the years between 
Erik and Lisa, and their sex life was a positive, bonding force for both. They 
would heal their wounds and reconnect in bed on a regular basis, a rapproche- 
ment they both needed and cherished. The couple had parented well together 
and were proud of both daughters’ adjustments when they left home. Sandra 
had greatly benefited from Lisa’s intensive mothering and all the tutoring and 
therapy she received, and had learned how to make friends and study at school. 
Amelia, always a star, was flourishing at college. 

Everything changed 2 years prior to Erik’s call for therapy. Lisa’s sister was 
diagnosed with breast cancer, and despite many painful treatments, died within 
a year. During the year of Cathy’s illness, Lisa was beside herself with anxiety. 
She mobilized and helped her sister in every way imaginable, but she could not 
share her fear with the one person to whom she felt closest: her sister. It was clear 
to Lisa that she needed to support Cathy, not ask Cathy to support her. So Lisa 
turned to Erik, desperate for empathy and comfort. Erik was not up to the job 
in the way Lisa needed, and Lisa became bitter and critical with her husband. 
She unleashed on him all the fury she felt over the trauma of her sister's illness. 
Erik was crushed, as he tried in his own way to be helpful. What he had to offer 
was not what Lisa needed. When Cathy died, Lisa was bereft. Her best friend 
and soulmate was gone. These two had weathered childhood, marriage, and 
mothering together, and they had walked together on Cathy’s final journey. Lisa 
desperately needed Erik, but he could not step into Cathy’s shoes and provide 
Lisa with the easy flow and empathy she needed so desperately. Lisa’s grieving 
parents turned to Lisa for comfort, and Lisa felt totally overwhelmed. 

Over the years, periodically Lisa would ask Erik to go to couple therapy, 
hoping that they could become better partners. Each time Erik turned her down, 
insisting that they could solve their problems on their own, and that everyone he 
knew who went to marriage counseling ended up divorcing. After Cathy died, 
Lisa stopped asking. She turned away from Erik, despairing of ever finding in 
him the soulmate she so yearned for. Looking ahead, she thought she could not 
bear to live out the rest of her life with a man whom she experienced no longer 
as her rock, but as a cold stone. She gave up on him. Even their sexual connection 
disappeared. While she had no interest in another man, Lisa could not imagine 
continuing in this marriage. A month before Erik’s phone call to me, Lisa told 
Erik she thought the marriage was over. Erik panicked, and begged Lisa to try 
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to work on their marriage. She left it in his hands to find a therapist, but she did 
not hold out much hope. Too much damage had been done. I asked Lisa if there 
was anything that she valued in the marriage. She said she remembered how she 
had loved him, and that it would devastate their daughters to have the family 
unit—which had worked well, despite the marital tensions—torn apart. 

As the couple finished telling their story, a sense of sadness settled into 
the room. I reflected this back to them, noting how strong their initial connec- 
tion had been. I observed that despite their disappointments and anger, I still 
detected a strong bond between them. I acknowledged that this appointment 
was coming very late in the game for them, and that it might be too late, as 
Lisa was suggesting. I wondered, given their shared history and the stakes for 
them and their children, whether they would be willing to spend a bit of time in 
therapy seeing if things could improve. I said that the old marriage clearly wasn’t 
working for either of them, and I had no interest in trying to stuff them back 
into a relationship that wasn’t fulfilling. Was it worth it to them to see if they 
could construct a new marriage together, one that better fit both of their needs? 
I said I didn’t want them to commit to therapy now. They had just met me, and 
I them. Perhaps we could meet for two more sessions, and then see if we had a 
good fit and if we could come to a joint sense of what, if anything, could change. 
Both Erik and Lisa agreed to two additional sessions; they felt it had been help- 
ful to air their story in our first meeting. 

After they left the office, I was sad, feeling the weight of their sorrow and 
mutual disappointments. I was also hopeful that I might be able to help them 
access their feelings in a more productive way, digging beneath the anger and 
defensiveness to the yearning and hurt. I did feel a bond between them, as I had 
indicated in the session, even though the bond had become encrusted with years 
of unprocessed resentment. I looked forward to our next session. 

At the second session, Lisa indicated that although both had felt better on 
leaving my office, they hadn't had any serious conversation during the week. 
They were afraid to stir the pot, not knowing how to begin to address their prob- 
lems on their own. Lisa was open to therapy but a bit wary, wondering whether 
this eleventh-hour intervention could make a difference. She was determined not 
to settle for a mediocre marriage. Erik was conciliatory, wanting to make things 
work. But he too was hesitant, fearing that he would be chastised in therapy 
as he had been in his marriage and by his mother as a boy. I indicated that we 
would make space in our work for all of these feelings—hope, fear, and determi- 
nation not to go back to old patterns. 

The couple then described a fight about Erik’s mother, Norma, that had 
occurred a few weeks before our first appointment. Norma had called to find out 
whether her granddaughter Sandra had received a birthday gift she had sent. As 
usual, Erik had avoided answering the phone when he saw his mother’s name on 
the caller ID. Lisa, giving him a resentful look, answered and had to deal with 
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Norma, who became critical of Sandra’s manners, since she hadn't acknowledged 
the gift. The message was clear: Erik and Lisa hadn't raised their daughters right. 
Lisa got irritated with Norma on the phone, and was fuming after she hung up. 
She turned to Erik, angry at him for shirking his responsibility of dealing with 
his mother and looking for support for her anger at Norma. Erik, who always 
tried to soothe the feathers of these two women when they went at it, suggested 
to Lisa that she should have a thicker skin and not be so reactive to his mother, 
who meant well and was all alone. Lisa was furious at Erik, and yelled, “Why 
do I always have to do your dirty work with your mother? You claim to be my 
protector, but you're never there for me when I need you! You need to stand up 
to your mother! I’m sick of dealing with her!” Erik shot back, “Youve become 
just like my mother—critical, carping! I can never do anything right!” Lisa was 
about to launch into her contemptuous reply when she saw her husband storm 
out the door, slamming it for good measure. 

I asked if this was a typical fight, and they agreed that it was—both in 
content and in form. Erik’s mother was a constant source of friction for them. 
I noted that many women are the “kin-keepers” (Fingerman, 2003) with their 
in-laws as well as their own families, and often feel resentful like Lisa that their 
husband doesn’t deal with his own parents. I asked Erik whether he was inter- 
ested in learning more effective ways to deal with his mother. He said no, he 
had enough on his plate right now trying to fix his marriage. Just before Lisa 
went to contempt at that moment, I interjected, “Erik, I understand you're a bit 
overwhelmed right now and want to focus on your marriage. That’s fine. But I 
believe that improving your marriage and learning to deal with your mother 
are not such separate challenges. My hunch is if we can make some progress on 
your relationship with Lisa, you'll be more open and more ready to take on your 
mom. And that in turn will benefit your marriage. But that’s not for now.” Erik 
breathed a sigh of relief; Lisa felt heard about her role as overfunctioning daugh- 
ter-in-law and got a peek into a future in which that could change. And I was 
dancing the delicate dance of accepting and challenging Erik on his reluctance 
to grow up his relationship with his mother. I accepted that he wasn’t ready for 
that work at this moment of crisis, and I pointed to a time in the future when 
we would come back to the intergenerational issues. 

I observed that Erik’s duck-and-cover strategy with his mother was the 
same that he employed in his marriage. It enraged Lisa that she couldn't get 
through to Erik because he would either defend or withdraw whenever she tried 
to talk about something that troubled her in the relationship. We explored how 
important it is for a person who is speaking to be heard, and how vital this is ina 
good marriage. I shared the idea, “Voice implies listening. When I’m with some- 
one who doesn’t listen, I lose my voice” (Jordan, 1995). Erik was amazed that 
his listening could be so helpful to Lisa. He didn’t think something that simple 
would make such a difference. He also wasn’t used to thinking of Lisa as vulner- 
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able, someone who could lose her voice; he saw her as capable and powerful, often 
to his detriment. I could feel him trying to see her in a new light. We explored 
how overwhelming it was for Erik when Lisa would come on strong with him, 
fueled by years of disappointment and self-righteous indignation. I cited Gott- 
man’s (1999) finding that women in happy marriages use a “soft startup” when 
bringing concerns to their husband. Lisa was concerned this meant she should be 
nice and not make waves. I assured her that a softer startup was not about silenc- 
ing herself. Rather, Lisa could be more effective in getting Erik’s attention if she 
were more thoughtful about how she raised issues. This shift could maximize 
the likelihood that Erik could hear her. 

In the third meeting, we explored how soothing Lisa had found it to share 
her feelings with her sister over the years. Erik had assumed it was just “women’s 
talk,” and kept his distance from such conversations. I offered the research find- 
ing that a close, empathic conversation like Lisa had with Cathy releases oxyto- 
cin, the same hormone released in orgasm. The couple had a good laugh about 
that, and Erik wondered whether their sex life would improve if he could pro- 
vide Lisa what Cathy had provided. I also noted that for many women who are 
stressed, turning to a good friend for an empathic conversation is as natural as 
the fight-or-flight response (Taylor, 2002). We explored how deeply Lisa missed 
these connected conversations with her sister, and how she had turned more 
insistently to Erik after Cathy’s death, to no avail. Erik hung his head, saddened 
that he had failed his wife when she was so vulnerable. He wanted to grow and 
be more available to her. At the same time, Lisa saw it was time for her to invest 
more in her female friendships, that looking to Erik for all her emotional needs 
was unrealistic. At the end of the third session, the couple decided to continue 
in therapy. I suggested that we schedule 75-minute sessions, as we had during 
our initial evaluation, since that gave us enough time to do a piece of work. We 
agreed to meet every other week. 

In the next session, we drew Erik and Lisa’s vulnerability cycle diagram 
(Scheinkman & Fishbane, 2004; see Figure 10.1). We started with the dance 
of Lisa’s criticism and Erik’s defensiveness, justification, and withdrawal. I set 
up the blank vulnerability cycle, indicating where the survival strategies and 
vulnerabilities go. The couple then filled in the blanks. They actually enjoyed 
the process, as it allowed them to see how their vulnerabilities were fueling 
their survival strategies. Lisa saw that when she felt lonely and needy she would 
either overfunction or look to Erik for help. When he wasn’t up to the job, she 
would get critical and angry. Her criticism hit him in his vulnerability of feel- 
ing inadequate. This triggered his survival strategy of defensive justification or 
angry withdrawal. His withdrawal and her inability to get through to her hus- 
band made Lisa feel all the more alone and needy, and the cycle intensified. They 
were particularly intrigued by the circular nature of their dance: each partner’s 
attempt to protect the self activated the other in a destructive, mutually frus- 
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feeling if ado feeling 
inadequate justifying, Over: unprotected, 
defensive, responsible, overburdened 
withdrawing critical, 


angry lonely 


Erik 


FIGURE 10.1. Vulnerability cycle. V = vulnerability; SS = survival strategy. 


trating process. I asked each to try speaking from their vulnerability directly, 
rather than from the survival strategy. Lisa thought she could tell Erik that she 
was feeling burdened and overwhelmed; Erik thought he might tell Lisa when 
he was feeling criticized and inadequate. 

We began exploring more productive ways for both of them to speak and be 
heard. I shared with them a book I had recently read, called What Shamu Taught 
Me about Life, Love, and Marriage (Sutherland, 2008). The author, a journalist, 
applied lessons she learned from animal trainers to her marriage: she tried to be 
more positive and proactive with her husband, instead of nagging and criticizing 
him. Erik and Lisa loved the idea that they could get better results by appreciat- 
ing and reinforcing positive behaviors in each other than by criticizing negative 
ones. They joked about “Shamuing” each other into a better cycle the way the 
author had done with her husband. The couple began to feel more comfortable 
with the change process, as each felt a bit more empowered to achieve their goals 
in the relationship and less victimized by the negative cycle they had experi- 
enced for so long. 

After this session, I felt hopeful, proud of the couple, and pleased with 
myself. And then came the next meeting, in which I had the opportunity to 
regain my humility and to wonder whether I really knew how to do couple 
therapy after all these years. All hell had broken loose in the intervening 2 
weeks. Lisa had asked Erik to speak with their daughters about plans for the 
upcoming family vacation, and Erik had forgotten to make the promised calls. 
Lisa was upset with him for falling down on the job, and Erik got activated by 
Lisa’s criticism. He told her to get off his case, and that she had learned noth- 
ing in therapy. She said he was hopeless and that he would never change. They 
came to the session discouraged, angry, and pessimistic about therapy. I took in 
their despair and said that sometimes progress is one step forward and two steps 
back. I explained that old habits don’t easily disappear; they are ingrained in our 
brains, literally, as neural ruts. When people feel tired or sick or overwhelmed, 
they easily go back to their old behaviors. But that doesn’t mean that change 


Relational Empowerment in Couple Therapy 225 


can't happen or can’t last; it just means that the process is ongoing and challeng- 
ing at times. Both were wondering how change can happen, given how ingrained 
their old habits were. I did a little neuroeducation at that point, talking about 
neuroplasticity, that change in the brain happens throughout life. And I pointed 
out why change is so hard, given Hebb’s theorem that “neurons that fire together 
wire together.” For change to stick, the new habits have to be practiced over and 
over again, so the new neural pathway will become automatic. Erik and Lisa 
liked the intellectual anchor that this neuroeducation gave them. It made them 
feel less hopeless and ashamed, and more optimistic. 

We then replayed the scene that had led to the fight. I asked how each 
might rewrite his or her own script to maximize a successful outcome. Lisa saw 
that her angry accusation had set Erik off. Lisa realized that prior to asking Erik 
whether he had called their daughters, she had had an inner monologue in which 
she had worked herself up with resentment, certain that Erik would fail her once 
again. She approached Erik already agitated. She wished she could have calmed 
herself down and found a more positive way of engaging Erik, and that when he 
acknowledged having forgotten, she could have been less reactive. Erik wished 
he could have stayed calm in the face of Lisa’s disappointment. He wanted to be 
empathic with her frustration instead of getting defensive, and to remember to 
follow through on things he promised to Lisa, so she would feel less burdened 
and alone. 


What Fishbane has just described here is an illustration of what behavioral couple 
therapists call “troubleshooting,” that is, exploring potential behavioral (or other) 
options to handle recent problem situations, especially recurrent ones, more effec- 
tively in the future. 


Question: Describe several different ways to help couples do more helpful 
“troubleshooting.” Which do you usually prefer? Why? 


We explored tools each could use to calm down when agitated. I explained 
how the amygdala “highjacks” the brain (Goleman, 1995) when it detects threat. 
The couple found it helpful to imagine their rowdy amygdalas being soothed by 
their “inner good parent,” the prefrontal cortex. Lisa worried, though, that such 
self-soothing would mean that she would never get soothed by Erik. I assured 
her that with both of them learning to be calmer, Erik could learn to be more 
present to her needs and less reactive. 

Over the next few sessions, Erik began to master the basics of empathy. 
Awkward at first, he eventually got the hang of it, and felt relief that he didn’t 
always have to “fix” things when Lisa got upset. He just had to be there with 
her. They reported one incident in which Erik encouraged Lisa to talk about her 
worry about Sandra. Afterward, Erik asked, “So, is the oxytocin flowing?” Both 
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laughed, feeling closer than they had in years. Erik indicated that it was easier 
for him to be empathic with his wife when she was upset about something other 
than him. His old defensiveness showed up when she became critical or disap- 
pointed in him. I normalized the human tendency to defend ourselves when 
we feel criticized, as our emotional brain gets activated. I helped Erik identify 
when this happened and encouraged him to consciously shift to a calmer, more 
receptive posture in those moments, activating his prefrontal cortex and calm- 
ing his amygdala. Eventually Erik saw the power of his empathy to soothe Lisa, 
and he tried on the unnatural posture of receiving criticism without huddling 
in self-defense. 

Lisa appreciated Erik’s efforts, and she learned to challenge her own impa- 
tience with his initially labored efforts at empathy. She worked to come to terms 
with the fact that Erik would never be Cathy, but that he could offer her a great 
deal more connection than he had in the past. Lisa saw that her sharp tongue had 
been hurtful to Erik, and she connected her anger at him to her anger at her par- 
ents. She even allowed herself to see that in her worst moments with Erik she had 
become a bit like her father, angry and mean. We explored this as a kind of “invis- 
ible loyalty” (Boszormenyi-Nagy & Spark, 1973) to her father, toward whom she 
felt chronically resentful. As she saw the impact of her unfinished business with 
her father on her marriage, Lisa decided it was time she made some changes in her 
relationship with her parents. While her father had stopped drinking years before 
and was no longer emotionally abusive, Lisa was stuck in the past in her view of 
him. With some coaching, she engaged in an updating conversation (Fishbane, 
2005) with him, exploring old wounds and sharing how each had changed over 
time. Lisa’s father felt remorse for his past behavior and asked Lisa to forgive him. 
It took Lisa a while to work through this process with her father, but eventually 
she was able to see both her parents in a new light through the work. 

Erik saw how moved Lisa was by her father’s apology. We had come up 
against the impasse of Erik’s difficulty apologizing to Lisa earlier in the therapy. 
He had seen that it was theoretically good to apologize, and had heard my input 
on the importance of repair in good marriages (Gottman, 1999). But he had 
not been able to break through his own blockage on this issue. His mother had 
forced him to apologize as a child when she was displeased with him. He had 
come to experience apology as a loss of power and could not offer this repair to 
his wife. However, seeing its importance for Lisa, Erik was now willing to give it 
a try. He started with, “I’m sorry you got hurt when we argued last night, Lisa, 
but I didn’t intend to hurt you; I didn’t do anything wrong.” This was a start, 
but left Lisa feeling cold, like Erik was still holding out on her. Erik explained 
that he couldn't handle guilt feelings, because they made him feel like a failure. 
I suggested that guilt, when not extreme, is healthy; it is our conscience, and a 
central aspect of emotional intelligence (Fishbane, 1998). Erik was intrigued by 
this idea and agreed in theory that guilt could be good. It took him a while, 
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though, to tolerate his own guilt feelings, that gnawing in his belly that had 
been aversive to him his whole life. Over several sessions, Erik experimented 
with apology and began to feel good about his ability to offer repair to Lisa. She 
was moved by his efforts and responded positively. 

Erik was becoming more relationally empowered and felt less like a little 
boy who was unable to protect himself. With this newfound confidence, and 
impressed by the work Lisa had done to grow up her relationship with her par- 
ents, Erik decided to tackle his relationship with his mother. There was some 
fear and trembling at the prospect, but Erik felt bolstered by his “team” on this 
project—Lisa and myself. I find that partners are often sources of support and 
encouragement—and insight—as clients try to differentiate themselves with 
their family of origin. Erik had been avoiding his mother for years, leaving the 
relationship work to Lisa. He did not know how to set limits with Norma, fear- 
ing that she would become angry or guilt-tripping in response. We worked on 
both his avoidance and his limit setting, as they were intertwined. I did a “fence 
exercise” (Fishbane, 2005) with Erik, asking him to imagine that his mother was 
his neighbor, with a picket fence between their yards. His garden and his sum- 
mer didn’t have to be ruined if his mother’s garden wasn’t to his liking. If his 
mother’s planting was potentially destructive to his garden—for example, if she 
planted poison ivy—he would have to intervene. But otherwise, he could let her 
be on her side of the fence and still enjoy his own garden. Erik liked this exer- 
cise, along with my suggestion, “Think of your mother as your grandmother’s 
daughter, and get to know her that way” (Michael Kerr, personal communica- 
tion, 2003). Norma’s own mother was highly critical, and thinking of his mother 
as her mother’s child gave him more empathy for Norma. This felt empowering 
to Erik, and he felt more grown-up himself as he thought about this. We worked 
on both boundaries and compassion for his mother. With a secure fence, Erik 
could build a gate he could open to Norma at times. Erik then decided to invite 
his mother out to lunch. This was a first. She was shocked, and pleased. He told 
her that he wanted to work toward a better relationship with her, and he sug- 
gested ways to increase mutual respect. Norma, feeling more connected with 
her son than she had in years, responded positively. Over time, Erik found ways 
to think of his mother differently, and began to set appropriate limits with her 
without his prior resentment or fear. He also stopped passing his mother off to 
Lisa and took responsibility for his own relationship with Norma. These changes 
did not happen overnight, and there were many setbacks. But now he had tools. 
When his mother would become intrusive or critical, Erik reported in therapy, 
“I put my mother on her side of the fence, and I felt less reactive.” He then could 
address his concerns with his mother, referring to their new commitment to 
improving their relationship. With better boundaries, Erik was able to be more 
generous and less withholding with his mother; she, in turn, feeling less rejected, 
became less intrusive and less critical. 
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The couple was making good progress. There were still occasional blowups, 
however, and Lisa would revert back to her old anger and contempt with Erik. 
It felt like Lisa was holding onto anger as a kind of self-protection, even though 
the ways she expressed it usually backfired in the relationship. I explored this 
further with her. I did the “giant exercise” with Lisa. I asked her to imagine 
that a giant came along and took away her anger, all at once, so not a shred of 
it was left. I asked how that felt. Lisa said it was terrifying; without her anger, 
she would always have to be nice and accommodating. She would get lost in the 
other’s needs and wishes, losing any individuality or rights to her own experi- 
ence. I replied that fortunately there is no giant, and no one will take her anger 
away from her. She can, however, learn better techniques to get her needs met 
and to use her anger as a guide toward more successful interactions with Erik. 
Furthermore, the giant exercise pointed out how important it was for her to find 
a way to express her needs and not get lost in accommodating to Erik. Lisa was 
intrigued. 

I suggested to Lisa that her anger was a cue that something was amiss in 
her relational world and needed to be addressed. What she did next was a choice 
point. Her customary approach was to blast Erik with self-righteous indignation. 
This usually sent him scurrying. Alternatively, I suggested she could learn how 
to make a relational claim, to speak for herself and her concerns in a way that 
also respected Erik and his concerns. In making a relational claim, no one gets 
blown out of the water. This skill requires good boundaries and some confidence 
that one can speak and be heard. This is thoughtfulness based on emotional 
intelligence, not on fear. 

Making a relational claim was hard for Lisa. In her early life she was an 
over-responsible accommodator; there was no room for her to make a claim for 
her own needs in her family of origin. In her marriage she had been accustomed 
to accommodating to Erik and then blowing up at him. She had little experi- 
ence with taking herself seriously, holding both her and Erik’s needs in mind, 
and putting forth her concerns thoughtfully. She liked the idea and felt up to the 
challenge. In the coming months Lisa practiced this new skill, as Erik continued 
practicing empathy. Erik also learned to make a relational claim, as he became 
more attuned to himself and to Lisa and less frightened of raising issues. There 
were setbacks for both, as old habits and reactivity periodically commandeered 
the relationship. But over time the couple felt more confident and comfortable 
with their new relational tools and began to talk about stopping therapy. 

We had been meeting every other week for 11 months. Erik and Lisa 
were apprehensive about losing the safe space of therapy to address their issues. 
Although they had been practicing their skills at home, they weren’t sure they 
could sustain the changes they had made in our work. They decided to meet 
weekly on their own, so they could intentionally create a safe space to address 
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their issues and focus on each other. I expressed my confidence in their newfound 
strengths and also indicated that the door would be open for them should they 
want to come back down the road. I encouraged them to identify problems 
before they escalated out of control and not to view it as a failure if they decided 
to come back for some “refresher” sessions. They were relieved to know that I was 
still available to them in the future. They indicated that they already had inte- 
grated my virtual presence into their home, as they had named the salt shaker 
on their kitchen table after me. It witnessed them and held them accountable, 
as I had done. We laughed and reflected on how they had integrated our work 
into their home. 

Lisa and Erik had not changed their basic personalities; Lisa was still emo- 
tionally intense and expressive, and Erik was still prone to be wary of Lisa when 
she got upset. But they had learned tools to modify their automatic survival 
strategies, tools that reflected their growing emotional intelligence and relational 
empowerment. They were both able to reflect and catch themselves when they 
got reactive, and used humor and a sense of teamwork to help each other out 
if one got upset. They no longer experienced one another as adversaries; rather, 
they felt they were looking out for each other. They took each other's flaws and 
limitations less personally, and both became more resilient in the marriage. New 
dances were emerging even as new neural pathways were being laid down in 
both their brains. We had weathered a tumultuous and at times inspiring 11 
months, as we journeyed together through the process of change. 
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CHAPTER II 


Opening Steps 
A Structural Approach to Working with Couples 


DOUGLAS S. RAIT 


INTRODUCTION/THEORETICAL BACKGROUND 


Palo Alto, California, the heart of Silicon Valley, is my clinical and academic 
home base, and it has provided me with as varied and exciting a work environ- 
ment as I can imagine. In addition to teaching wonderful students and train- 
ees over the past two decades, I have treated executives and clean-room techs, 
military veterans and academics, laborers and artists, physicians and lawyers, 
software developers and life sciences researchers, mothers and fathers, and sisters 
and brothers from virtually every part of the world. I have listened to couples 
reveal the most painful details of their intimate lives, debate closely held deci- 
sions about their fledgling ventures, struggle to meet their mortgages, sheep- 
ishly enjoy the overnight acquisition of mind-boggling fortunes, and mourn the 
loss of their idealism, time with their families, and their economic livelihoods. 
Husbands and wives fret about their children’s struggles, their sex lives, prob- 
lems sleeping and loving, financial security, in-laws, and the “next big thing.” 
They live, in many ways, both extraordinary and exceedingly familiar lives. 
These broad details that provide some clues about my professional context 
are relevant, just as are the theories and concepts that guide my thinking and 
choices in my clinical practice. My family therapy perspective was honed in 
number of stimulating training settings, ranging from my graduate and family 
institute training in Boulder, Colorado, to my fellowship at Judge Baker Guid- 
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ance Center/Children’s Hospital in Boston, to my externship at New York’s Ack- 
erman Institute for Family Therapy. However, among the many voices I carry 
with me, one remained the most compelling, most persuasive, and most heavily 
accented of all. 

After a class I taught a number of years ago to the third-year residents at 
Stanford University, in which we studied a family session conducted by Salvador 
Minuchin, one resident asked, “Why isn’t there more written about the structural 
approach to working with couples?” He had a point. While most of Minuchin’s 
writing and clinical work focused on families, relatively little was available that 
focused on couple therapy, the primary modality of treatment offered by most 
couple and family therapists (Rait, 1998). Fortunately, this state of affairs has 
improved, although the structural approach to working with couples has in large 
part been largely extrapolated from Minuchin’s seminal work with whole fami- 
lies (Keim & Lappin, 2002; Nichols & Minuchin, 1999; Simon, 2008). 

Having participated in a training seminar for supervisors with Sal in New 
York City, I had the privilege of observing him meet with couples practically 
every Wednesday afternoon for 3 years. I have learned from many of the master 
teachers in the family therapy field, including Carl Whitaker, Maurizio Andolf, 
Olga Silverstein, Peggy Papp, Don Bloch, Kaethe Weingarten, Jorge Colapinto, 
and Michael Kerr, yet it has been Salvador Minuchin—as a teacher, a writer, 
and an expert clinician—who most continues to inspire me. In this chapter, I 
detail my treatment of a couple, emphasizing the application of structural family 
therapy principles. In particular, I will highlight the opening steps of treatment, 
letting my approach to the first interview illustrate how I think, what I do, and 
the types of challenges I frequently encounter. In addition, I will introduce ideas 
about the therapeutic alliance in couple therapy, noting different aspects of the 
unfolding alliance in the case example. 

So, what does it mean to think structurally? The answer to this question 
is partly dependent on one’s reading of Minuchin and his colleagues and partly 
dependent on which Minuchin one is reading; that is, his approach, like any 
other, has evolved over time. Yet one can extract some fundamental concepts 
that form the overall body of a well-delineated approach to couple therapy. For 
starters, structure refers to an “organization of interconnected lives governed by 
strict but unspoken rules” (Minuchin, 1974, p. 51). Specifically, structure rep- 
resents the inference that the therapist draws from observing repeated pieces of 
the couple’s process and interactions about the couple’s organization. Minuchin 
prefers spatial metaphors that locate individuals in relationship to each other 
in space both laterally (focusing on closeness/distance and proximity/affiliation) 
and vertically (looking at relative influence, hierarchy, or power). The structural 
therapist privileges these organizational aspects of the family in the here-and- 
now, focusing on redundancies in interpersonal boundaries, alliances and coali- 
tions, and the formation of triangles (triangulation). 
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Although structure does not dictate the ways that couples function, “it does 
set some limits, and it organizes the way they prefer to function” (Minuchin & 
Nichols, 1993, p. 40). Family systems approaches have traditionally held that 
couples coming for treatment can be characterized by their inherent conserva- 
tism; that is, the familiar old patterns are preferred, and frequently defended, 
against the new. The couple system homeostatically maintains itself, resisting 
change beyond a certain range and maintaining familiar patterns for as long 
as possible. The paradox, of course, is that couples come to therapy asking for 
change and then resist the changes they desire (Andolfi & Angelo, 1988). For 
example, the introduction of a therapist into the couple system frequently invites 
behavioral responses aimed at returning the system to its accustomed range of 
functioning. 

Minuchin (1974) has contended that the designation of pathology should be 
reserved for couples or families “who in the face of stress increase the rigidity of 
their transactional patterns and boundaries, and avoid or resist any exploration 
of alternatives” (p. 60). As the couple’s range of choices narrows, couple members 
relate to each other and to their environment with increasingly stereotyped, nar- 
row behaviors: 


Family members adapt to the family rules that allocate roles and functions. This 
adaptation fosters smooth functioning, security, loyalty, and harmony. It also 
means that grooves become ruts, spontaneity is handicapped, and growth is cur- 
tailed. It may mean imprisonment in interpersonal molds and boredom. But there 
are always possibilities for expansion. (Minuchin, Lee, & Simon, 1996, pp. 29—30) 


Structurally informed therapists view flexibility as both a strength and a predic- 
tor of positive change. 

The conceptual and practical linchpin of the structural approach, specifi- 
cally as it pertains to dyads, is the fundamental concept of complementarity. 
Minuchin describes complementarity as “the glue {that} holds relationships 
together” (Minuchin & Nichols, 1993, p. 63). As in all systemic therapies, each 
partner's behavior is seen as forming the context for the other’s behavior (e.g., 
teacher—student, overfunctioner—underfunctioner, pursuer—distancer). Working 
with complementarity refers to the therapist’s utilization of the couple’s recipro- 
cal, mutually regulatory process to encourage therapeutic change. As Minuchin 
and Fishman (1981) note, complementarity reframes one individual’s behavior by 
placing it under somebody else’s control. 

In working with complementarity, Minuchin (1974) urges the therapist to 
offer observations that underline this mutuality, such as: “You protect your wife 
in a way that inhibits her, and you elicit protection from your husband with 
great skill” (p. 56). In another instance, the therapist may say to a husband, “You 
are acting like a 14-year-old,” and then turn to the wife and ask, “How do you 
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manage to keep him that young?” In addressing a lonely husband whose wife 
has submerged herself in her role as mother, the therapist might ask, “What can 
you do to make her feel more like a wife and less like a mother?” The principle 
of complementarity directs the therapist to see the presenting problem (often 
located within an individual), but to reflexively look for and identify the recipro- 
cal contribution of the maintaining party. 

In addition to this emphasis on structure and complementarity, the struc- 
tural approach is explicitly developmental: couple therapy is viewed as an ana- 
logue of normal family development. From the structural point of view, the 
therapeutic task is to help the couple or family move from one stage of family 
development to a new stage where members’ developmental needs are met. To 
accomplish these ends, the therapist joins the family and expands their affective, 
behavioral, and cognitive range by challenging family rules, fostering boundary 
organization, promoting conflict resolution, and supporting the individuation 
of each family member. Finally, the therapist helps family members integrate 
emerging patterns into a more stable level of functioning (Colapinto, 1991; Rait 
& Glick, 2008). 

Different writers have proposed overlapping frameworks that might be used 
to develop a comprehensive family assessment. Minuchin (1974) initially empha- 
sized that therapists need to account for: family structure (preferred patterns 
and available alternatives); the system’s flexibility and capacity for elaboration; 
the system’s resonance (enmeshment to disengagement); the family’s life con- 
text (sources of support and stress); the family’s developmental stage and per- 
formance of appropriate tasks; and the ways patients’ symptoms are used for 
the maintenance of the family’s preferred patterns. More recently, Minuchin, 
Nichols, and Lee (2007) proposed a structural formulation that considers struc- 
ture, boundaries, alliances, triangulation, and family life cycle. Finally, I rely on 
two mnenomics that I also use to frame my own expanded assessment of the 
couple, SDS and HBS: Structure and symptom (complementary or reciprocal 
relationship between symptom and structure); Development (life cycle stage and 
developmental tasks); Shape (e.g., intact, blended, single-parent, multigenera- 
tional); History (family-of-origin influences); Beliefs (beliefs and assumptions); 
and larger Systems (e.g., ethnicity, religion, community, school, work setting). 
Like flipping through an atlas of the body, each irreducible dimension resembles 
a transparency to consider throughout treatment. 

Thinking structurally also prompts me to pay considerable attention to the 
development and vicissitudes of the therapeutic alliance. It is held widely that 
the success of any therapeutic endeavor depends on the participants’ establish- 
ing and maintaining an open, trusting, and collaborative relationship or alli- 
ance (Rait, 1998). However, one of the most difficult challenges that couple 
and family therapists face is learning how to manage multiple alliances in an 
environment characterized by conflict, emotionality, vulnerability, and threat. 
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Because there are multiple participants in couple treatment, simply meeting 
with a couple can be challenging. 

Sessions with couples tend to be noisier and more openly conflictual than 
the modal individual psychotherapy meeting. In addition to contending with the 
difficulties in managing the multisourced therapeutic conversation, the therapist 
immediately recognizes that not every family member comes to treatment with 
equal motivation, similar goals, or agreed-upon beliefs about how to change. 
Couple therapy is often conducted with individuals who are, to some degree, 
involuntary clients. 

Minuchin and Fishman (1981) view the couple and therapist as forming a 
partnership for a specified purpose and for a certain period of time. The couple 
therapist, therefore, must be skilled at developing and maintaining a func- 
tional therapeutic system that continually balances the therapist's relationship 
with each family member as well as the couple as a whole. The skilled couple 
therapist also makes an important conceptual shift; that is, every therapeutic 
encounter with a couple involves, at the very least, a triangular relationship 
with the therapist as well. Extending Sullivan's (1953) notion that the therapist 
always is part of the field being observed, Haley (1976) argues that the family 
therapist needs to include himself or herself in the description of the family: 
“When doing therapy with a couple, it is best for the therapist to consider that 
whatever the partners do in relation to each other is also in relation to the thera- 
pist” (p. 160). Thinking in terms of triangles carries important implications for 
therapeutic practice. 


Indeed, the often-shifting ebbing and flowing of therapist—partner working alli- 
ances in couple therapy constitutes one of the most important areas in which the 
therapist must maintain heightened awareness. It also is a recurrent source of 
heightened anxiety and uncertainty, especially for less experienced therapists. 


Question: What have you found to be the major challenges in dealing with 
qualitatively different alliances between you and the partners 
to a relationship? What have been the biggest challenges for 
you in attempting to repair ruptures in your alliance with either 
partner? 


Unlike the therapist in individual psychotherapy, the couple therapist must 
be able to join and skillfully manage an alliance with each member of the cou- 
ple, as well as with the couple as a unit. Often these operations involve “skills 
to disjoin, then rejoin in a different way” (Minuchin & Fishman, 1981, p. 30). 
While couple members may expect the therapist to understand and support 
each person's point of view over the course of the therapy, the structural family 
therapist may, in the moment, choose to unbalance the system by supporting 
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one individual at the expense of the other; for example, she affiliates with a 
family member low in the hierarchy, empowering him instead of undercutting 
him. Colapinto (1991) highlights the structural family therapist's flexible role as 
producer, stage director, protagonist, and narrator who demonstrates respectful 
curiosity about the family’s experience and strengths, uses him- or herself openly 
and undefensively, and maintains a solid commitment to help families change. 
Common structural techniques include: joining, listening, enactment, working 
with complementarity, mapping, reframing, focusing, creating intensity, com- 
petence building, boundary making, and unbalancing (Minuchin & Fishman, 
1981; Minuchin et al., 2007). 

Therapists working with couples cannot help but acutely be aware of the 
nuanced encounter between therapist and couple as the process of treatment 
commences. In the couple’s initial response to the therapist’s entry into the sys- 
tem, anxiety concerning the direction of change, questions about who is to be 
in charge, and challenges to the therapist’s leadership are to be anticipated. The 
therapist subsequently finds him- or herself in the paradoxical position of trying 
to perform the impossible task of helping the couple to change their situation 
while simultaneously operating under the same rules of interaction that have 
maintained the problematic situation. Andolfi and Angelo (1988) have suggested 
that the family’s implicit request to help them “change without changing” rep- 
resents a wish to induce the therapist into playing complementary roles “most 
conducive to the maintenance of the status quo” (p. 237). Indeed, regardless of 
their intentions, couple therapists routinely find themselves inducted into and 
participating in couple’s preferred patterns of interaction. 


COUPLE BACKGROUND 


With the Harris couple, I knew that I had my work cut out for me. Both in their 
early 50s, Carol was uneasy, frightened-looking, and very precise. As a former 
nurse, she was also conscientious and competent. Mark was “a good boy” with 
a volatile temper. Three years earlier, he had scaled back his full-time work 
as product designer and co-founded a medical device company. However, the 
intersection of his career choices and an economic recession formed “the perfect 
storm.” With outside investments in his start-up waning, Mark had run out his 
credit line, was occasionally unable to make payroll at the new company, and 
was burning money at an accelerated pace. They described their relationship as 
“a hopeless mess.” 

Mark was the youngest of four children. He grew up in Oregon, but his 
family had moved frequently. The most professionally and economically suc- 
cessful of his siblings, he took pride in having overcome significant obstacles in 
his life to achieve the goals he had set for himself. He, too, was fastidious about 
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detail, but he was also inclined to leave the actual execution of lesser jobs to oth- 
ers while he managed the “big picture.” 

As the oldest of three children, Carol spent most of her formative time in 
Italy, where her father worked for a large multinational corporation. Although 
her family was not particularly affectionate or emotionally close, she enjoyed the 
warmth of the Mediterranean culture that “softened her family’s experience.” She 
described her role as the “observer” in her family who took on responsibility for 
her younger siblings and sometimes for her parents as well. 

Carol and Mark had two boys and a girl (ages 14, 10, and 7), and their par- 
enting challenges were formidable. While the oldest son was viewed as the “easy 
child,” the middle son was explosive, had problems with impulsivity, and was 
diagnosed with attention-deficit/hyperactivity disorder and oppositional-defiant 
disorder by a psychiatrist who continued to treat him. The youngest had learn- 
ing issues. In general, the parents were knowledgeable, responsible, and attentive 
to their children’s developmental needs. However, like many families struggling 
with children’s emotional, behavioral, and learning issues, they felt isolated from 
both family and friends, and their church served as a major source of support. 


EARLY PHASE OF THERAPY 


First interviews, Carl Whitaker once said, are like blind dates. There are some 
things that happen in that first therapeutic encounter—like an assessment of 
the match between personal styles, treatment goals, and the management of the 
therapeutic process—that determine whether the process will, in fact, continue. 
The appraisal in the initial session is bilateral; the therapist and couple do not 
form a relationship unless both parties agree to proceed. 

I have long relied on Weber, McKeever, and McDaniel’s (1985) classic article 
as a starting place for planning the first encounter. Drawing on Haley’s (1976) 
first interview described in Problem-Solving Therapy, the first session moves step- 
wise from the social chit-chat of the first stage to the problem definition stage 
and, finally, to the interactional stage. The model proposes gathering three dis- 
tinct types of data (social, problem definition, and interactional) that, in combi- 
nation, provide a “thicker” and more complex description of the couple or family. 
While the paper’s model efficiently moves the therapist from the assessment 
of problems to the determination of treatment goals in a single session, I have 
revised my first interview to include some additional features. 

When I greet a couple for the first time, each member has already filled out 
a basic demographic form that asks questions about work, family composition, 
level of motivation for change, medications, drug and alcohol history, experience 
with therapy, presence and history of suicidal or violent behavior, and family 
health history. This information helps me formulate initial ideas or hypotheses 
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going into the interview that I will actively test, so that my first interview has 
focus. At the same time, I remain rigorously curious, open to surprises, and will- 
ing to follow up on data that I had not anticipated. 

The Harris couple was referred by the psychiatrist who was working with 
their middle child. He had met with the parents several times for parent coun- 
seling and felt that, given their marital conflict, couple treatment was indicated. 
When couples sit down with me, I am aware of the fact that they might feel that 
they are failing themselves or each other, that asking for help is not always easy, 
and that I also feel some anxiety in a first encounter. 

Once we have settled into our seats, I generally ask the couple, “What 
brings you here?” or “How can I be helpful?” With most couples, my general 
sense is that they are often “ready to go.” However, with the Harris couple, I felt 
pinned almost instantly. Carol immediately asked me to explain how I planned 
to conduct their therapy. “Why the urgency?” I wondered. I tried calmly to let 
her know that the first session was a chance for them to see how I worked, to 
share the story of their situation, and to determine whether meeting with me 
felt like a good fit. I also noted that I would save time at the end to talk more 
about whether the session had provided enough data for them to answer her 
question. Her husband looked on; she studied my response carefully and agreed 
to proceed. 

The first stage of the first interview involves hearing each person’s story of 
why he or she is here. Invariably, there are differences in tone, emotion, and the 
basic facts. I listen and observe, trying to make sense of the complementary pat- 
tern of interaction that ties together each person's description of the problems 
that have brought them to this point. I validate each perspective, communi- 
cating that theirs is one theory or point of view, and pay careful attention to 
the process between them. I look at the space between the couple, hearing the 
content but privileging—in my own mind—their interpersonal process. I ask 
myself questions, “How does his behavior make her description understandable? 
What does she do to encourage him to see and think about the relationship in 
a particular way?” 

Previously, the couple had seen a well-established couple therapist in the 
community, whom Carol thought was “too controlling and defensive.” When the 
couple has already seen a therapist, I carefully inquire about the details so that 
I can identify where to step, where not to step, and to avoid being “painted with 
the same brush.” Carol saw the therapist as “not strong enough” to deal with her 
husband’s intransigence. Greatly disappointed with the outcome of their meet- 
ings, Carol also emphasized that she did not find the therapist to be open to 
feedback. On the other hand, Mark had liked the therapist “well enough” and 
found her to have been “helpful.” 

As noted earlier, the first session is an intentionally evaluative; we are all 
evaluating each other. Anxiety is inevitable, and while safety is an essential 
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requirement for treatment to proceed, it cannot be legislated. With the Harris 
couple, I was hearing that there had been a rupture or skewed alliance in their 
earlier treatment, so signaling that I was open and accountable was going to be 
important. What happens in the first encounter often determines much of the 
early stage of treatment. I would need to demonstrate competence, strength, 
accessibility, empathy, and a willingness to consider my own way of participating 
in the treatment with the couple. 


When couple therapy does not last beyond one or two sessions, often this outcome 
is directly traceable to the therapist’s not having made a “connection” with one 

of the partners. One of the complexities of doing couple therapy is that often, 
especially early in therapy, the therapist needs to find stylistically different ways to 
start to establish a bond with each partner (e.g., one is responsive to a solid dose 
of empathy, one seeks guidance, structure, and explanation). 


Question: What concerns, if any, do you have about taking on what could 
feel like a rather chameleon-like position? Can you do this out 
of a genuine respect for individual partner differences without 
feeling that you are losing your own individuality and self-as-a- 
therapist? 


The central issue that surfaced in the initial session with the Harris couple 
focused on finances and power; the family’s finances were in shambles. Mark 
was reticent about sharing his concerns, leaving Carol in a position of escalating 
helplessness and anxiety. The more she would ask for clarity, the more he would 
withdraw, eventually exploding. She, in turn, would feel devastated by his dis- 
play and retreat, leaving both feeling depressed and hopeless. She described the 
“weird dances” that they performed together. She was a keen reader of interper- 
sonal signals and behavior. 

Carol was an exhausted “overfunctioner,” continually feeling depleted and, 
in turn, showing a neediness from which Mark withdrew. As both a parent and 
an executive, Carol described her husband as a “lax supervisor.” She was disap- 
pointed that he seemed so hapless at home and so interpersonally remote. Mark 
described his authority as “undercut” and experienced her unwillingness to cede 
to his ideas as practically mutinous. Rather than fight with his wife, whom he 
felt was too fragile to endure a sustained disagreement, Mark retreated. Not 
surprisingly, despite his competence in other spheres, she felt that he was too 
absent at home, emotionally unavailable, and heavy-handed in his discipline to 
consider him in her decision making. When challenged, she agreed that she had 
marginalized him. 

In looking for their strengths and assets, I noted to myself that Mark and 
Carol were both good people, devoted to helping their children through ele- 
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mentary, middle, and high school. Noticing these very obvious elements of ten- 
derness, closeness, and nurturance always helps me feel hopeful, even if they 
have been occluded altogether by their present troubles. In addition, they were 
involved in their church community, which provided stability and social con- 
nections, and committed to minimizing additional stresses in their lives. Now 
the couple turned to their marriage, a casualty of the growing distance and lack 
of resolute joint action regarding their overwhelming situation. Their experi- 
ence of injury and emotional distance was palpable. The complementary roles 
of overfunctioner—underfunctioner, pursuit—withdrawal were evident and recog- 
nizable to each of them. 

At some point fairly early on, if the couple has not already naturally entered 
into a conversation together, I ask them to take whatever issue may be “hottest” 
for them and to discuss it together. My assumption is that if they are talking 
about something that they have been unable to resolve, there is no better way 
to understand what happens than to ask them to enact it. An enactment refers 
to the therapist’s actualization of the couple’s transactional patterns in order to 
observe, support, or disrupt their preferred patterns of functioning. These inter- 
ventions are perhaps the most distinctive feature of Minuchin’s clinical approach; 
enactments provide the couple with zz vive opportunities to experience new reali- 
ties and explore new feelings, thoughts, and behaviors within the session. Over 
and over, I have learned that the data that people generate in my office are more 
incontrovertible than their descriptions, reviews, and interpretations of each oth- 
er's historic behaviors: “Have them talk together about that!” 


Extending this principle beyond the structural approach to couple therapy, it may 

well be that all, or at least most, methods of couple therapy derive their power by 

virtue of such in vivo experiences, or what behavior therapists, emphasizing social 
learning theory, refer to as “changing behavior in the natural environment.” 


Question: In addition to enactments per se, how else can a couple thera- 
pist activate and potentiate clinically important change-inducing 
experiences for/with couples in the immediacy of the therapy 
session? Think about how to harness the power of such in vivo 
experiences from different theoretical vantage points. 


The enactment by the couple does not need to have an overly formal, staged 
quality. The therapist can simply motion to the couple, asking them to “Dis- 
cuss this issue together,’ or “Find out what he thinks about this crazy idea,” 
or “Maybe you can begin to resolve that issue right now. Talk to her about 
your worry.” The tension in the session heightens and the experience seems less 
scripted and more genuine, assuming the therapist does not introduce the enact- 
ment in an artificial fashion (e.g., “Now, I’d like to see how you interact”). Done 
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naturally, the session takes on greater immediacy and emotional intensity, and 
the liveliness or demoralization of the couple becomes more evident. 

Since their most emotional exchange had to do with finances, I asked Carol 
to find out from Mark why he was not being “straight” with her about his finan- 
cial decisions. After a lengthy pause, Carol started to talk about how she felt “in 
the dark” about what was going on with Mark’s company. She knew the start- 
up was also losing money, and that finding additional venture funding might 
become increasingly difficult as the economic situation worsened and credit 
tightened. Mark sat stone-faced, but I imagined he was roiling inside. 

As I listened, I also noticed that each of them talked at length, as if nei- 
ther had ever been listened to, and that the other typically drifted off as he or 
she waited for the monologue to conclude. Surprisingly, when his turn came, 
Mark spoke in a measured way, unwilling or unable to display the irritation and 
anger I suspected lay right beneath the surface. “This can’t go well for them,” I 
thought to myself. The lack of accountability, directness, and freedom to really 
show their feelings left the conversation with a stilted, inauthentic quality. Carol, 
however, accepted his response as sufficient. 

I was stunned, as I expected her to challenge him to be more honest and 
direct. Instead, I recognized this to be an important clue to their problem; they 
could not talk openly about what was most important. They were uncomfort- 
able with conflict and would avoid it at any cost. At the same time, I sensed that 
Carol was fearful, but I wanted to experiment with intensifying the interaction 
between them without alienating her. “I’m not sure youre getting through to 
her,” I observed. “He’s talking around the issue rather than addressing your 
worries,” I added. “Would you like him to respond to what you said about your 
concerns?” She looked at me stonily, and then a smile formed on her mouth, she 
exhaled, and responded, “Yes.” “Go on,” I urged. “Ask him to address your fears.” 
She looked at him dubiously and said, “Mark?” And tentatively, he began to talk 
to her more directly. 

The therapist can, during the enactment, draw a boundary between him- 
or herself and the couple, hover in the proverbial “meta” position, and do one of 
three things. He can observe the interaction, their success in both sending and 
receiving messages, their perseverance and creativity, and note the emotional tone 
that accompanies the exchange. Second, the therapist can offer support: “That 
was nice. I liked how you did that!” Finally, with what Minuchin described as 
“a stroke followed by a kick,” the therapist can challenge the couple to make use 
of the feedback and find a way to take a devitalized interaction a step or two 
further by asking, “But do you think she understood what you meant?” or “”He 
does not agree with you. Talk to him again, but try to help him see your point 
of view” or “She does not understand. Find a way to say that same thing so that 
she hears you.” 
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The couple proceeded to talk nervously, but took small steps toward sharing 
in a more open way. Working with intensity and showing comfort with conflict 
and emotionality are important for the structural therapist. For the couple to 
push beyond their familiar emotional thresholds is critical in these moments; 
they have the opportunity to do something in the session they may not been able 
to do before or, at least, for a very long time. As a result, the therapist's choices 
in the initial enactment can often create a galvanizing experience early on in 
therapy. The couple may see the therapist take risks and help them do something 
previously inaccessible or even impossible, the therapist may convey confidence 
that they can do more than they think, and each member of the therapeutic 
system feels (hopefully) supported, stretched, and challenged. 

My choices in the initial enactment with the Harris couple were therefore 
critical. I wanted to show that I could be decisive, clear, and take risks without 
losing my alliance with each of them. At the same time, both Carol and Mark 
needed to feel safe, understood, and ratified (Johnson, 2004; Rait, 1998). Finally, 
I felt that there was an additional pressure—I wanted to accomplish these initial 
goals in a way that did not replicate their previous therapist's choices and per- 
ceived stance. It was important that what we did together felt fresh and hope- 
ful. 

My encouraging, or even pushing, them in the enactment helped them to 
create a different experience, if for only a few minutes. I sensed a flexibility that 
the couple had not described and a willingness to experiment that had been 
flatly denied. Although I always begin with the assumptions that couples pres- 
ent to a therapist a field of interaction that is characterized by redundancy, that 
repetition prevents novelty, and that flexibility in their interaction is an asset, 
testing their limits in the first session was essential. The Harris couple needed to 
experience themselves differently, and one important way to achieve this experi- 
ence was to generate the irrefutable data that they could feel and behave differ- 
ently in my office. To do so, however, they needed the reassurance that I would 
be reliable and sure-footed enough to guide them while appreciating them for 
who they were and what they could presently do. 


Rait’s intervention here points to an aspect of early couple (and family) therapy 
that is often quite different from individual therapy: couple therapists often 
attempt to induce change (e.g., challenge partners to think/act differently, inter- 
rupt and redirect obviously dysfunctional interactions) much earlier (even in the 
first session) than most therapists working with individuals. 


Question: How would you explain why such early change-oriented inter- 
ventions are more characteristic of couple therapy than indi- 
vidual therapy? What are the main risks to such early therapist 
initiatives, and how could you minimize these risks? 


244 CLINICAL CASEBOOK OF COUPLE THERAPY 


The first session allows me the opportunity to listen and observe, notice 
the couple’s habitual patterns of interaction, identify the ways that they break 
down (the “stuck place”), and test out the couple’s available range of options to 
“unstick” and keep the ball rolling. Once I see a feature of their interaction that 
appears to be durable, historical, and familiar to them, I ask, “Is this how things 
go?” Either their subtle revision or a nod in assent tells me that I have under- 
stood something essential, and I invariably respond with a supportive acknowl- 
edgement of how frustrating or exhausting this pattern must be for them. For a 
moment, we are all in the same place. 

Although the standard structural interview has always remained present 
focused, I typically shift my attention at this point to gather what I call a 
“quick and dirty” genogram. Perhaps a thread from the earlier conversation 
provides a transition if they have discussed their families or jobs, perhaps not. 
In any case, I ask about where they work and what they do, their children and 
where they go to school, recent educational history, their parents and their sib- 
lings, cultural and religious background, and where family members live. I ask 
for a “thimbleful” of background about how the couple first met and their rela- 
tionship history. My goal is to know everything I can about them, as if I were 
at a dinner party seated next to them and engaged in a lively conversation about 
their lives. I look for details that might provide points of contact for me in the 
future. Looking for common reference points helps me tailor my language and 
the imagery I use, the constructions I introduce, and the pace and tone of the 
session. 

In perhaps 10 minutes, I aim to have accomplished my goal. I now have 
in front of me (and in my notes), a genogram of the family that provides the 
scaffolding of their lives provides detail about various “vectors of influence” on 
their relationship: family of origin, patterns of closeness and distance, issues of 
power, sources of strength and support, gender, geography, culture, ethnicity, 
and religion. These specific data offer me potential entry points for both future 
exploration and intervention. In the temporal shift from present to the past and, 
then again, back to the present, we have now co-created the beginnings of their 
story. 

Looking again at their current challenges in light of this backdrop, I ask if 
there are any other difficulties they have been facing and whether there are any 
areas that they feel are going well and do not want to change. Here is where I 
often ask about their sexual relationship, if they have not already addressed it. At 
this point in the session, I hope the couple feels that they have been able to reveal 
themselves and show me how they treat each other, so this question normalizes 
talking about both sex and intimacy at a point when they feel they can allow 
themselves to show more vulnerability and trust. In my experience, following up 
with a few additional questions often helps further increase their comfort. 
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A note about the tone of the first session: While I try to respectfully and 
supportively communicate that I take the couple’s problems seriously, I am also 
playful, willing to push and test limits, comfortable taking people on very early 
in the process, and tolerant of a very high degree of conflict. My goal is that each 
member of the couple will feel that they can be themselves, trust that I will be 
direct and call them on their “issues,” and remain convinced that I notice their 
strengths. My overall goal is to create a context for authenticity, and I must 
lead by example while reassuring them that I will neither prevent them from 
showing me the “dirty underbelly” of their relationship nor allow things to spin 
completely out of control. 

As the end of this session with the Harris couple drew closer, I let them 
know that if they chose to return, I wanted each give some thought to the fol- 
lowing question: “What kind of outcomes would make them feel as if their time, 
effort, and resources had been well spent?” In particular, I asked them to come 
back with concrete images of situations, interactions, and scenarios that might 
vividly show me what they each wanted to change: “How would you actually 
know that things have changed? What would you notice in yourselves, in your 
conversations or interactions, and in the other's behavior?” I explained that it can 
be helpful to develop these benchmarks early on and that therapy has both goal- 
directed as well as exploratory elements. I also asked that they not discuss their 
thoughts with each other during the week. 

When couples identify their goals at avy time in the first session, espe- 
cially at the very beginning, they tend to present vague, conventional ideals €.g., 
“better communication”) rather than specific imagery. When asked to define 
their goals too early, couples often take refuge in safer issues and have difficulty 
disentangling their own aims from their partner’s stated goals; what results can 
be an unfortunate, mystifying compromise, a “regression toward the mean.” In 
contrast, I want to support and preserve their individuality a bit longer and nor- 
malize their differences. Therapy is a courageous and scary enterprise for both 
patients and therapist, and I hope that they will commit to brave goals rather 
than those that are merely acceptable. 

There was one additional, practical reason that I asked the Harris couple 
to hold off in sharing their thinking until the following session. Doing so cre- 
ated some suspense and tension; I asked them to restrain themselves, to rethink 
their positions, to commit to themselves and the relationship in a more thought- 
ful way. Therefore, the first session ended with the understanding that they 
were engaging in a process that would ask for thoughtful reflection, courage, 
and commitment. Doing so also ensured that if they elected to return, I would 
already have something to begin with in the next session. Having that thread 
to pick up reduces my own anxiety and creates a briefly reassuring structure for 
all of us. 
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At the very end, I leave time for the couple to ask questions and to review 
the consent/information sheet that covers my background, confidentiality, and 
fees. Typical questions include more probing about my background (“Yes, I am 
married and a parent”), how I conduct therapy (“Today's session was a good 
example”), how long therapy lasts (“I suggest giving it a few months, and we will 
evaluate how you are feeling at that point”), whether sessions are weekly (“Ther- 
apy is really very dilute when you think about it, just a drop in the bucket in the 
course of your week. To counter your present momentum and problems, you will 
need to work intensively. So my recommendation is to meet weekly, especially 
at the outset”), and whether I meet with individuals alone (“As a policy, never. 
What you say needs to be said to each other and not to me. Also, secrets revealed 
to your therapist can create problems’). 

I asked the Harris couple whether they wanted to return for another meet- 
ing. They glanced at each other, smiled ever so slightly, and said, “Yes!” At this 
hopeful moment, I knew that my first session had been a success. An undeniable 
goal for the first session is to have a second session. Given all of the anxiety and 
competing expectations that permeate the initial encounter, I see the first meet- 
ing as a critical encounter where new connections can be formed, fresh possibili- 
ties can be imagined, underappreciated relationship strengths can be acknowl- 
edged, unrecognized feelings can be acknowledged, and novel ways of relating 
can be experienced. 


CORE PHASE OF THERAPY 


The initial session contains many interventions and techniques that recur 
throughout the course of therapy, such as joining, creating a therapeutic focus, 
facilitating enactments, creating intensity, reframing, working with complemen- 
tarity, and unbalancing, yet couple therapy is indeed a therapy of small steps. 


This is a point that is perhaps especially important for less experienced couple 
therapists to recognize, lest they become discouraged about their helpfulness with 
couples. Indeed, part of the couple therapist’s role is to appreciate small improve- 
ments in behavior even when the changes may not “feel” very meaningful to the 
couple, especially since he or she is in a better position to be able to notice such 
small but important changes. 


|” 


Question: Can you think of “smal 
you've worked with, or in your own personal relationships, that 


changes in the relationships of couples 


actually were of real significance? How can “small” changes reap 
large benefits? 
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In the early stages of our work together, Carol and Mark seemed distant 
and prone to major misunderstanding. Their major issues continued to center 
around the distribution of power (which, in part, related to gender roles), Mark’s 
emotional retreat and Carol’s subsequent protection, and their lack of emotional 
connection. More than once, Mark voiced that he felt he was doing everything he 
could think of to help things go well at work and at home, yet Carol’s neediness 
or criticism of him “made him withdraw emotionally.” His backing away, which 
occurred regularly in our sessions, felt to Carol like avoidance, abandonment, 
and abdication. Mark hid details of his disappointing failures at work and rarely 
let her know what kind of deep financial trouble they were in. She, in turn, had 
to puzzle out the picture and drew inferences, sometimes incorrect, about how 
bad their financial situation must really be. 

At the same time, I began to notice that Carol’s relationship with me felt 
a bit desperate. Was she anxious about gaining my affirmation and support, or 
was she showing how helpless she felt? For example, she would describe a prob- 
lematic exchange, look at me, and say, “So, now what?” or “Tell us what to do 
next.” Upon reflection, I determined that she was doing with me what she did 
with Mark. She felt panicky that she “could not get through to him,” and she 
felt “shut out.” I watched as Mark looked blankly at her, trying to explain—in 
a highly detailed and intellectualized way—the challenges he faced, yet Carol 
always came away from these conversations feeling that Mark was not telling her 
everything, that “things didn’t add up.” Men were failing her left and right. 

Whatever the therapists model of treatment, problems in the therapeutic 
alliance do arise. While these impasses can be both frustrating and demor- 
alizing, they also represent a potential learning opportunity for clinician and 
couple alike. These ruptures may “vary in intensity and duration from subtle, 
momentary miscommunications between patient and therapist, to major barri- 
ers to the establishment of the alliance, which if unresolved, result in treatment 
failures and dropouts” (Safran 1993, p. 34). In the context of family treatment, 
Whitaker (1982) described the therapeutic impasse as a deterioration in the 
therapeutic relationship in which the therapeutic experience has lost its emo- 
tional voltage. 

Although ruptures in the therapeutic alliance can present a serious barrier 
to therapeutic progress, they also provide the therapist and patient with “indis- 
pensable information” and the opportunity for genuine, corrective learning. At 
times, the couple would arrive 10 minutes late, barely get into a topic, and then 
communicate a desire to have “something concrete” to take with them at the 
end. After experiencing this pattern several times, I recognized that I needed 
to address what was beginning to feel like a repetition, an impasse, a potential 
rupture. In response to Carol’s questions, I remembered how she had felt that 
her previous couple therapist had become defensive and controlling, and I was 
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determined to listen carefully to her frustration, monitor my own responses, 
and find a way to include Mark in this “dyadic” exchange. My goal was to be 
open and accountable, yet to find a way to invite Mark into my spot so that he 
and Carol could try to resolve this impasse together as a shared problem-solving 
experience. I later learned that, just as I had been bold in the very first session, 
my response to Carol’s concerns struck her as genuine, thoughtful, and direct. 

Therapy offers the couple the chance to have a different kind of conversa- 
tion together, sometimes facilitated by the therapist. Perhaps the conversation 
will include the resolution of a routinely discussed, unresolved issue, while at 
other times, the issue will simply allow the couple to share and understand 
each other a little bit more in a place that feels safe. In one exchange, I noted 
to myself how Mark backed away from conflict and deferred to Carol, even 
though he seemed to feel that she was being unreasonable. I also noticed that 
Carol often seemed resigned to a life in which she might never feel genuine 
engagement from her husband. As he began to introduce another topic, I inter- 
rupted, “Mark, do you really want to do that? I think you are chickening out! 
Go back and ask Carol for what you want!” Flustered, he hesitated, fearing that 
she would not being able to handle the disagreement. I pressed again, and he 
then pressed his point. 

Unbalancing occurs in interventions that, although the therapist’s selective 
support of (or challenge to) one member in the couple, interfere with the system’s 
equilibrium. In unbalancing this couple, I called on Mark to change his posi- 
tion, to “make the passive active,” to make the covert overt. To his utter surprise, 
Carol responded with relief, “So that’s how you feel!” She warmly invited him to 
share more and to relate more honestly to her. It seemed that she was not as frag- 
ile as she had presented herself; she strengthened rather than crumpled under 
the pressure. In this instance, my observation of the couple’s process and direct 
feedback about what was actually happening felt invaluable to them. I asked 
them to change their positions, and they succeeded. 

As therapy progressed, Carol continued to find it “helpful to hear what Mark 
was thinking.” He still reported difficulty in accurately reading her feelings, so 
he began to ask her more directly, a sign that he was more emotionally engaged 
and willing to “hang in there.” Rather than vanishing when he felt overwhelmed 
or misunderstood, Mark was increasingly present and “on the scene” at home, 
placing the two of them in greater proximity and requiring that they negotiate 
more openly and share power more equitably. 

Throughout the early—middle stages of the therapy, I found myself doing 
what Minuchin and Nichols (1999) identified as integral steps in working with 
couples: considering the whole family in the evaluation, building an alliance 
with each member of the family, promoting interaction, making a structural 
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assessment of how boundaries and subsystems were organized in a way that sup- 
ports the presenting problem, developing a structural focus for therapy, high- 
lighting and focusing on problematic interactions, pushing interactions beyond 
their normal homeostatic cutoffs, promoting empathy to help stuck dyads get 
past defensive wrangling, and challenging family members to accept responsibil- 
ity for their behavior. These choices did not flow in an invariant sequence; rather, 
they occurred fluidly throughout the therapy. 

Four months into treatment, I noticed something interesting. When Carol 
would question Mark, he would respond monotonically in an abstract and intel- 
lectual fashion, and he would talk without interruption for minutes. When it 
was her turn, she would respond to each point and elaborate. I recalled a meet- 
ing with Minuchin where he talked about people’s narratives being fundamen- 
tally Joycean in nature—unpunctuated and formless. The job of the therapist 
was to shape the story by adding exclamation points, semicolons, and periods. I 
shared with the couple, exasperated as they were with each other (but unwilling 
to interrupt the other), that they needed a “bucketful of periods,” miming the 
transfer of an imaginary bucket to the couple. 

They immediately understood what I was conveying, and from that point 
on, they recognized that editing themselves in order to carry on successful con- 
versation was paramount. “Period!” became one of their trademark comments at 
the end of any exchange. In fact, they recounted that “Period!” became a family 
joke, as they practiced their new style of shaping their discussion at the dinner 
table. For this couple, changing the punctuation began to change their story. At 
the same time, they did not feel criticized; one important “rule of thumb” was 
to challenge their pattern of relating while supporting them each as individuals. 
In turn, they recognized through this intervention that they could change their 
process: their relationship was plastic, malleable, and could be reshaped. A new 
story formed as the old story, centered on their constraining complementary pat- 
terns, began to recede. 

Their language did, in fact, began to change. Carol noted that she was feel- 
ing freed up to no longer always be “the responsible one,” since Mark was both 
providing greater visibility into his work life and spent more available time at 
home. Although affection had not returned to the relationship, they spent more 
“downtime” together, and they were enjoying each other more. “We're breaking 
out of the mold,” Carol proudly announced in one session, and Mark concurred. 
She supported Mark, “He no longer feels put upon like a victim, he lets himself 
get angry without being scary, and we can now interrupt each other without 
getting defensive.” 

The goal of the middle stage, to move from an asymmetrical, distant rela- 
tionship to one that allowed for greater intimacy and authenticity, now seemed 
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more achievable. Mark noted that Carol “didn’t go the emotional extremes as 
often,” that she was no longer the only one who carried and showed the emo- 
tions in the couple. We talked about whether they were ready to relinquish 
their monopolistic positions: she, the emotional and accountable one; and he, the 
rational and avoidant one. They vowed that this would be their next challenge to 
tackle, agreeing that they were on the verge of “renegotiating the terms of their 
marriage” with regard to power, intimacy, finances, and responsibility. 

In a subsequent session, Carol began by announcing that she no longer had 
to “take care of Mark.” Her ownership of that role was coming to an end, and 
she was going to take more responsibility for her own failings, such as being 
late, managing the house more efficiently, and pursuing some hobbies and avo- 
cations. She felt that the therapy had given her the “permission to proceed.” 
She described herself as less fragile and more confident, and both admitted that 
neither was “keeping score.” Mark believed that Carol’s emerging self-confidence 
made it easier for him to share “bad news” and worries about his work life; they 
truly were beginning to feel like partners. 

In considering their “way of doing business” as opposed to the content of 
their disputes, pushing for the expression of both positive and negative feelings, 
and allowing room for greater intensity, I recognized that their in-session, in vivo 
change had created the space for between-session change to ensue. Although I 
tend not to regularly assign homework, since some people do not have a warm 
feeling about doing assignments, I did occasionally leave them with ideas to con- 
sider or experiments to conduct, with the focus being on the expansion of skills, 
behaviors, feelings, and capabilities. I treated each session as an encounter that 
mattered, and my goal was to support their progress and to help generate a richer 
vocabulary of ideas, a broader repertoire of behavioral choices, and greater range 
of emotional expression. I also tried to convey my own appreciation that therapy 
is itself a dilute process, that their busy lives could easily swamp or obscure 
even the most subversive idea or vivid image that be come from a session. As 
their treatment moved toward its conclusion, I reminded the Harris couple that 
couple therapy comprises a series of small steps and that, while discontinuous 
changes had occurred, they would need to incrementally build on their successes 
moving forward. 

From my point of view, therapy is meant to challenge and disorient, to place 
question marks where certainties exit, and yet to—at the same time—confirm, 
ratify, and support. Therapy can (and perhaps should) be a revolutionary pro- 
cess in which the couple, with the therapist's support, identifies their confining 
story and patterns and then challenges these constructions by doing something 
novel and fresh. Like a narrative therapist, I tenaciously support the scaffolding 
of the new story and the enactment of new patterns (White, 1989). Sometimes 
this process entails modifying the pattern by changing the couple’s punctuation 
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of their transactions, and sometimes it involved finding an entirely new way to 
communicate with each other so that their old style of relating atrophies from 
underuse and neglect. 


TERMINATION PHASE OF THERAPY 


As therapy nears the end, one of my roles is to serve a witness to the couple’s 
tentative steps toward change, helping them to scout out and prepare for pos- 
sible setbacks, fortifying them in consolidating change. At the same time, as I 
look for ways to transfer more authority and initiative to the couple, I begin to 
shrink in the therapeutic system. I look for evidence of their competence, rally 
them to fight against the resurgence of the old patterns and themes, and help 
them to accept the unresolved difficulties that will likely remain with them. At 
the end, the couple’s ability to re-view themselves and see themselves as more 
complex, with a greater range of choices, feelings, and behaviors available to 
them is paramount. 

After nearly 8 months of weekly sessions, we took stock of where they were. 
They reported progress in many areas of their lives: “We can catch ourselves 
and make changes on the fly. We are more accountable to ourselves and to each 
other. We feel more respected and connected.” They added that, in creating 
“a safe context,’ they were no longer as fearful and cautious: “We no longer 
walk on eggshells.” With pleasure, Carol noted that I had left the initiative 
in their hands, conveying that, “It was up to [them].” Mark agreed that I had 
emphasized, even pushed, the issue of accountability, noting, “You've helped us 
to think differently. And you are direct!” Mark gradually felt that he had shown 
greater responsibility both at work and at home, while Carol had relinquished 
her role as his “mother hen.” For better or worse, my encouraging him to step 
up, be accountable, and assume that Carol could adequately field his feelings 
without collapsing remained one of the pivotal shifts in their treatment. Carol 
fully understood that embedded in my challenge to Mark was also a challenge 
to her. 

In the ensuing meetings, we agreed that rather than spacing sessions out 
and meeting less frequently we would work intensively to the end. Some areas 
felt fully resolved, while others did not. While their relationship felt both closer 
and more spacious in so many ways, Mark and Carol each recognized that risk- 
ing greater vulnerability to revive their sexual relationship would be their next 
area to address, and they felt ready to do so on their own. However, both Mark 
and Carol each felt fortified, energized, and more confident that they could tackle 
whatever lay ahead. Things had shifted in their relationship, and they were mov- 
ing more freely with each other. 
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Reflecting on my own diminishing role with the couple as we approached 
our final session, I found this fitting description toward the end of our work 
together: 


It seems easier to begin by defining what a therapist isn’t: A therapist isn’t fair or 
just, or a politically correct practitioner; nor an ethicist, not a logistician, not all- 
knowing. The therapist is a practitioner of change. But change is always resisted: 
by the familiarity of their well-traveled pathways, by a family’s conviction about 
the way things are, by the competitive tension between the “selves in relation” that 
make up a family, and by the demands for change that family members make on 
each other. (Minuchin et al., 2007, p. 13) 


Generally, the termination phase of couple therapy is less jarring to couple part- 
ners than the ending of a great deal of individual psychotherapy. The therapist’s 
role should always be “diminishing” as therapy ends, and responsibility for main- 
taining and enhancing therapeutic gains is fully in the hands of the couple. 


Question: Why is the ending of couple therapy usually a simpler transition 
than the ending of individual therapy? What do (or can) you do 
to facilitate the ending of your work with couples? 


The structural therapist looks at the organization of the couple and the redun- 
dant patterns that constrain their functioning, and then that same therapist 
presses for expansion, novelty, and greater freedom. As a confirmer of relation- 
ships, a normalizer, and an alert observer and responder to feedback, the thera- 
pist leads. As a monitor of interpersonal distance, the therapist joins members 
by encouraging them, confiding, sharing, facilitating, or blocking expressions 
of affect. At the same time, the therapist is a creator of contexts, a facilitator of 
enactments, a boundary maker, and an editor. Finally, the therapist offers hope 
by challenging the stereotyped, constrained reality of the family and encourag- 
ing novelty and fresh choices (Minuchin & Fishman, 1981). 

My work with the Harris couple was, in many ways, typical. Important 
aspects of their lives changed over the course of treatment, with some part 
attributable to our work together. Problematic complementary patterns were 
identified and challenged, and like the grit of sand that irritates and initiates 
the oyster’s production of a pearl, my persistent noticing of the ways in which 
this structure confined them eventually helped them abandon it in favor of new 
ways of organizing themselves. Mark’s changes at home had helped usher in a 
new period of equality, as Carol no longer felt the need to compensate for him 
by overfunctioning. At the same time, their ability to create safety, repunctuate 
their conversations to allow for more successful emotional exchange, and experi- 
ence intensity in their relationship without resorting to a default pattern of emo- 
tional retreat permitted a new level of emotional closeness and trust. 
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Mark and Carol continued to work together, and occasionally against each 
other, as parents. Their financial lives remained tenuous, always teetering on the 
edge. Neither Carol nor Mark felt that their sexual relationship had improved 
dramatically. Yet each felt that the therapy had helped them feel clearer about 
“what was going on” between them, more capable of talking about their difficul- 
ties and devising new ways of keeping their positive momentum, and more suc- 
cessful at reversing a slide toward their old patterns. They joked more, showed 
more gentleness and respect in their conversation, touched each other more fre- 
quently, and laughed more often. I, too, felt that they made progress, and I left 
them in our last meeting with the hope that they would stay in touch and let 
me know how they were doing. We had together created a “safe place” where we 
could each expect accountability, courage, and authenticity from one another. 
And that all felt real enough. 
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CHAPTER 12 


Self-Soothing and Other-Soothing 
in Emotion-Focused Therapy for Couples 


RHONDA N. GOLDMAN 
LESLIE S. GREENBERG 


INTRODUCTION AND THEORETICAL BACKGROUND 


Emotion-focused therapy for couples (EFT-C) aims primarily to restructure the 
emotional bond between partners.! One of the first and major pathways by which 
this is achieved is through revealing to one’s partner vulnerable feelings derived 
from adult unmet needs for closeness and recognition and vulnerabilities or sen- 
sitivities to these needs based on developmental trauma or loss. This revealing 
of one’s internal world leads to change in the partner’s view and deeper empathic 
responsiveness to and soothing of these feelings from the partner. All of this 
eventually leads to change in interaction. Partners are seen as being motivated by 
affect regulation such that they attach to, influence, and are drawn to each other 
as a means of regulating their affect. Couples’ interactions are seen as developing 
into self-maintaining vicious or virtuous cycles depending on how the emotions 


'Emotion-focused therapy for couples (EFT-C) represents an elaboration of emotionally-focused cou- 
ples therapy, originated by Greenberg and Johnson (1988). Johnson (2004), as described in Chapter 2 
of this volume, went on to develop its attachment theoretical base. The new name is seen as represent- 
ing a more inclusive view present in its original conception, that focuses on issues of attachment as 
well as identity, and is based most fundamentally in emotion theory rather than attachment theory. 
EFT-C also is more consistent with the theory developed in emotion-focused therapy for individu- 
als (Elliott et al., 2004; Greenberg, 2002), and emphasizes self-soothing as well as mutual sooth- 
ing between partners as key processes involved in healing and change. These two models are seen, 
however, as falling under the same umbrella. For a fuller explication of differences between the two 
models, please see Greenberg and Goldman (2008). 
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of fear, sadness, anger, shame, and joy that communicate both attachment and 
identity needs are expressed (Greenberg & Goldman, 2008). The original EFT-C 
framework (Greenberg & Johnson, 1988) held that healing occurred primarily 
through regulation of emotion by the other. This theory was further developed 
by Johnson (2004) and integrated attachment theory. We have recently expanded 
the original framework to include work on increasing self-regulation of emotion 
as well as other regulation (Greenberg & Goldman, 2008). Thus, in addition to 
soothing from the other, both self-change and self-soothing helps restructure 
emotional bonds and change cycles in a more enduring manner. 


Many contemporary schools of couple therapy, represented by contributions to 
this casebook, highlight the importance of the capacity for relationship partners to 
regulate affect. But there are significant differences in their emphases on change 
via mutual (other-) versus self (auto-) regulation. 


Question: What are the best arguments for and against the mutual versus 
self-regulation-oriented approaches? What is the optimal kind 
of balance between the two? 


Emotions organize both the self and interactions with others. Members in 
a family are highly connected to one another through the emotion system. They 
read each other’s emotional signals with great care, and this reading dominates 
their interactions. Often, core maladaptive emotion schemes are at the center of 
the emotional wounds that are expressed in the problematic interactional cycles 
that couples present in therapy. They are the “stuff” that we seek to access, 
soothe, and transform in therapeutic work. Emotion schemes are based in prior 
learning experiences and come to form response-producing internal organizations 
that occur at many different levels of information processing, including sen- 
sorimotor, emotion schematic memory, and conceptual levels (Elliott, Watson, 
Goldman, & Greenberg, 2004; Greenberg, Rice, & Elliott, 1993). An emotion 
scheme is an action- and experience-producing structure that produces affective 
experience, nonverbal expression, and action tendency. For example, a husband 
who is vulnerable to feeling abandoned on hearing his wife make arrangements 
to go out with a friend might suddenly begin to feel a sinking sensation in his 
stomach, possibly even remember feelings of being alone as an adolescent, fear 
feeling lonely again, experience a desire to cry out and a tendency to run toward 
comfort, and possibly think that he won't be able survive this loneliness. He 
may then begin to sulk or put roadblocks in his wife’s way. It is change in these 
schemes as well as the interactions they produce that ultimately leads to endur- 
ing change. 

In this view, there are three major motivational systems that we attend to 
in EFT-C: attachment, identity, and attraction (Greenberg & Goldman, 2008). 
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The attachment bond and the security it provides is a central concern in many 
couples, and we see it as a key form of affect regulation, governing both emo- 
tional arousal and approach and avoidance. Clients are encouraged to articulate 
feelings of fear of abandonment and sadness at loss as well as needs for security 
and closeness. In addition, expressions of joy upon connection are encouraged. 
The second major motivational system that we work with is the identity/self- 
esteem system and the need for validation. Intimate relationships are important 
in influencing how we see and feel about ourselves, and threats to the formation 
and maintenance of identity are seen as leading to dominance cycles. Issues of 
influence, power, and control—often the most difficult interactions to deal with 
in therapy—arise out of struggles to maintain and enhance identity. In domi- 
nance conflicts it is each partner’s concern with how they are being viewed (their 
identity) by the other and whether their needs for agency in exercising of their 
capabilities are being met, rather than concerns with closeness and connection, 
that become primary. In these conflicts partners argue not about being close or 
needing distance, but about being validated and respected or about not being 
seen, about feeling unimportant, diminished, or not being able to exercise their 
capabilities—they argue to maintain their identities. People exert influence and 
try to control in order to regulate the shame of diminishment and the fear of 
loss of control or to feel the pride of recognition and the joy of efficacy. We thus 
work with changing dominance—submission interactions, in which one partner 
defines reality and the other defers, by helping partners reveal the emotions of 
shame and fear that underlie the efforts to influence and control that ensues from 
threats to identity. It is important to note that dominance struggles, although 
hinging on identity needs, can still exert a strong influence on the attachment 
bond by producing abandonment anxiety and insecurity as a secondary response, 
captured by phrases such as, “If you don’t value who I am, you may leave me” 
or “If you cannot validate me or support my efforts, I may leave you.” We have 
found that self-soothing, in addition to other-soothing, often is very important 
in helping people deal with identity threats and in resolving influence cycles. 
Soothing from the other is key in attachment ruptures because it is the other's 
responsiveness that has been missing. In contrast, however, in identity damage, 
the source of the pain is often more related to fragile self-esteem. This is a vul- 
nerability that the other ultimately cannot mend and is best addressed within 
the individual. 


While some couple therapists regularly combine joint couple sessions and indi- 
vidual sessions with each partner, many others do so only under unusual circum- 
stances. 


Question: Goldman and Greenberg’s point that, for some people, emo- 
tional “mending” is “best addressed within the individual” raises 
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the extremely important question of when it is appropriate or 
inappropriate for a partner to be seen concurrently in individual 
therapy during the course of couple therapy. Also, should the 
couple therapist also serve as the partner’s individual therapist, 
or should referral be made to a different therapist? 


Finally, attraction and liking must be considered a third and important 
system that helps promote bonding in couples. The positive feelings that are 
generated when partners are interested in, like, and feel attracted to each other 
are important in the maintenance of intimate bonds. Developing a storehouse of 
positive feelings also acts to inoculate against future conflict. Without positive 
feelings a relationship may be functional, but it will not flourish and therefore 
may not last. 

Our approach to treatment is based on the idea that some emotions are 
adaptive and others are maladaptive. Some are primary and others are more 
reactive and secondary. Simply helping partners get in touch with any feeling or 
encouraging the expression of any emotion will not resolve conflict because not 
all emotions serve the same function. Rather, our goal is to facilitate partners in 
expressing primary adaptive emotions that promote attachment, identity valida- 
tion, and intimacy. For example, if one feels sadness at distance from the partner, 
the goal is to have the partner respond to feelings and the needs for closeness in 
an attuned manner. Alternatively, if one partner feels core maladaptive shame, 
the goal is to have the partner validate the person’s worth as well as help the 
person gain access to strengths and self-soothe. 

Our treatment model for EFT-C consists of a five-stage framework with 14 
steps. We have expanded the nine-step treatment process originally laid out by 
Greenberg & Johnson (1988). The expanded treatment model is more in line 
with our inclusion of a self-focus and thus includes steps that focus on each part- 
ner’s intrapsychic emotional process, to promote self-initiated change as well as 
change through the interaction. The five stages are: validation and alliance for- 
mation; negative cycle deescalation; accessing underlying feelings; restructuring 
the negative interaction and the self; and consolidation and integration. 

The first stage emphasizes the creation of safety and the development of 
a collaborative alliance. The second stage focuses on reducing the emotional 
reactivity between the partners, and involves identifying the negative interac- 
tion cycle and each partner’s position in that cycle as a way of externalizing the 
problem as the cycle. This is where we identify each partner's sensitivities and 
vulnerabilities and their historical origins. Here we also reframe the problem in 
terms of underlying more vulnerable feelings related to unmet attachment and 
identity needs. The third stage encourages the actual experiencing and revealing 
of the underlying emotions and includes identifying and undoing blocks to, and 
interruptions of, underlying feelings. The fourth stage emphasizes the enactment 
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of new ways of being with each other and includes the promotion of self-soothing 
and transformation of maladaptive emotion schemes in each partner. The final 
stage involves narrative and behavioral work to promote consolidation and inte- 
gration (Goldman & Greenberg, 2008; Greenberg & Goldman, 2008). 
Empirical support for the EFT-C approach to therapy has been established 
(Johnson, Hunsley, Greenberg, & Schindler, 1999). Research has shown that both 
revealing underlying feelings based on adult unmet needs for closeness and rec- 
ognition of the responsiveness and soothing by an intimate partner is crucial to 
restructuring the emotional bond (Greenberg, Ford, Alden, & Johnson, 1993). 


COUPLE BACKGROUND 


The couple was referred to me (RNG) through the institute where I work. Jeff 
had called requesting couple therapy. He stated at the intake that they had a 
“great” marriage—just some problems in their sex life. Alicia was reported to 
have some history of suicidality, having been hospitalized once before. Jeff had 
a very intellectual, somewhat reflective, and decidedly slow manner of talking. I 
asked them what had brought them to couple therapy. He began. Alicia looked 
relieved, as she appeared very tense and uncomfortable. He explained that they 
were very happy together. She nodded. They agreed that they had a very posi- 
tive, loving relationship and were very compatible. They had met in college 10 
years ago. Jeff was an accountant and Alicia was a nurse. They were both on the 
swim team and highly committed to their sport. Jeff was Caucasian; Alicia was 
of Mexican and Polish descent. “We clicked immediately,’ he explained, “and 
there was no looking back.” When I asked Alicia whether she shared the posi- 
tive view of their relationship, she nodded, averting her glance so as to suggest 
“don’t look at me.” She remained tight lipped. He then went on to explain that 
there was just one problem that had emerged recently. At this point, he hesitated 
and looked at her. He took a deep breath and began to stutter. “I am addicted to 
pornography,” he stated. “Uh-huh,” I said, and began to explore what he meant 
and how he viewed his “addiction.” He explained that it had started when he was 
a teenager and had been constant since then. His father was a university profes- 
sor specializing in theology as well as a prominent Christian minister and had 
written many academic papers and books as well as openly preached about the 
virtues of monogamy. Jeff described his father with affection and went to great 
lengths to point out how much respect he and others had for him. He pointed 
out to me that “he never said sex was bad. My father was a scholar. He was only 
preaching the virtues of sex within monogamous, married relationships as a way 
of increasing intimacy.” He said they were quite close when he was growing 
up. In contrast, he described his mother as emotionally distant and unavailable. 
“She never even hugged us,” he explained. As a teenager, with his father at the 
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height of his fame and popularity, Jeff had begun to buy pornographic maga- 
zines. At the time, he felt “sinful” and guilty and had never discussed it with 
anyone. Since then he continued to buy magazines, look at pornography on the 
Internet, and participate in chat rooms that had pornography as a topic. He had 
two younger sisters, each 2 years apart. He lived in isolation with his secret. He 
disclosed an incident in which he had learned one of his sisters had had a sexual 
encounter with a boyfriend. He became irate and let her know what a despicable 
human she was. Alicia said nothing as she listened, continuing to look scared 
and a little bit horrified. 

Alicia’s father had moved to the United States from Mexico as a young adult 
and met and quickly married her mother. They had two children, Alicia and her 
younger brother, who had a number of behavioral difficulties. Alicia spoke very 
lovingly about her brother, however, and described her father as very supportive 
and compassionate. Throughout the years, however, he had complained to Alicia 
about her mother’s poor treatment of him. She felt quite a bit of loyalty toward 
him even though he had crossed boundaries at times, such as removing money 
from her bank account without telling her. She described a somewhat idyllic 
childhood until age 6, at which time her mother had decided to return to school 
to get her teaching degree. “I don’t know if she changed or just got super stressed 
out, but it definitely seemed like there were two of her. And no else would rec- 
ognize what I am talking about. Everyone loves my mother. Her students, her 
colleagues, her friends. She must have won Teacher of the Year Award a thousand 
times. Anyway, she had a real mean streak, and sometimes she was horrible, I 
mean she just lost it.” “So everyone else spoke so lovingly about your mother, but 
for you she was different. Sometimes she really hurt you,” I replied. “Yes,” she 
said. She went on to explain how her mother would become disappointed in Ali- 
cia for something like not putting the laundry away and not only scream and yell 
and tell her what a “stupid bitch” she was, but also physically punch her in the 
face and pull her hair. Alicia felt very confused when after a temper tantrum her 
mother would become very loving and nurturing and make her favorite special 
foods. “I just remember one time where she gave me a fat lip and then made me 
a chocolate cream pie. I mean, how was I supposed to even eat it with my mouth 
so sore?” “So what did you do?” I asked. “I didn't eat it,” she replied. Alicia felt 
that her eating problems stemmed back to her early adolescent years with her 
mother that she remembered as torturous. “I would definitely feel much more in 
control when I did eat, and boy did things feel out of control.” Alicia had previ- 
ously been in individual cognitive-behavioral therapy for 2 years, at which time 
she had addressed her eating disorder—anorexia nervosa. She had also entered 
therapy to deal with her habit of self-injuring by cutting herself on her ankles 
and wrists with a razor blade. She claimed that both her eating disorder and self- 
injurious behavior was under control at this point. Both she and Jeff attributed 
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her recovery to both the therapy and Jeffs unwavering support in dealing with 
these problems. She also made several suicide attempts in her teenage years. “I 
don’t think I would have ever gone through with it,” she said, “but sometimes I 
just thought it would be better if I were simply erased.” She was hospitalized on 
two occasions for this problem as an adolescent. 


EARLY PHASE OF THERAPY 


Jeff had revealed his pornography addiction to Alicia only in the week prior to 
the beginning of therapy. This had prompted a discussion that led to him call- 
ing up to seek couple therapy. She had once again been complaining about the 
lack of sexual intimacy in their relationship. This time, however, she suggested 
that it was untenable—that she did not think she could sustain the relation- 
ship as such. Feeling scared of her threats to leave, he revealed that he had this 
problem that he had never shared with her and that it was not “her fault.” It was 
then that Alicia had calmly told Jeff that he had to get treatment. “For me or 
both of us?” he asked. They decided that couple therapy was the best route at 
this time. Jeff agreed to call and asked Alicia to install locks on their computer 
so that he would not be able to visit chat rooms or pornography sites. She did so 
immediately. He also vowed to stop buying magazines. Alicia described how she 
was first supportive of her husband’s decision to “come clean” and be honest. A 
few days later she became increasingly upset and angry with him. She struggled, 
however, because her anger became very intense, and at the same time she did 
not feel entitled to it. In recent months, she had become increasingly concerned 
about her anger growing out of control and “becoming like her mother.” When 
she was this angry, she tended to withdraw and fantasize about escaping (thus 
triggering Jeff to feel afraid of her abandoning him). When she did opt to com- 
municate with Jeff, she became acerbic and snippy, throwing hurtful barbs his 
way. 

It was immediately clear to me that Jeff was struggling and felt ashamed 
to name his “addiction.” It seemed very important that I communicate absolute 
acceptance, even though I was not quite sure of what he meant by “addiction.” 
Rather than take an interrogative approach, I assumed a purely accepting and 
validating stance, knowing that it would allow for an exploration and clarifica- 
tion of his meaning. While seeming to be a very articulate man, he struggled to 
find words and kept starting and stopping sentences. I remained empathically 
attuned and followed as he described how his problem with pornography had 
persisted since his adolescent years. As he explored the problem and its history 
out loud for the first time, he began to overcome his avoidance, talking more 
openly about his experience. It became clear that he had grown to associate 
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sexual desire (and by implication a core aspect of his being) with something 
wrong or bad. 

I continued to glance over at Alicia to see how she was reacting to his admis- 
sion and his story. She kept a very blank face. This can present a greater challenge 
for and EFT couple therapist who relies on empathic attunement to gauge the 
emotional temperature of each person in the room at any given moment. One of 
the case formulation tasks early in treatment is to assess each person’s emotion 
regulation style (Greenberg & Goldman 2007). Problems in this regard usually 
point to people being either under- or overregulated. In underregulation, people 
are overwhelmed by emotion and have difficulties containing them. They shrink 
into the ground in shame, become lost in explosive rage, or cry uncontrollably. 
Alternatively, in overregulation, clients are alexithymic and thus unable to sym- 
bolize their inner experience in language. Clients who have trouble with under- 
regulation need validation and attunement but also help with soothing, calming, 
and containing emotions. At times in therapy, specific soothing tasks are under- 
taken that are aimed at helping clients contain emotions, gain a sense of control, 
and soothe those emotions when they are alone (Greenberg, 2002). Clients who 
are overregulated need not only attunement to help soothe anxiety and melt 
defenses, but also additional specific empathic moment-by-moment exploratory 
reflections to help put into words their inner subjective experience. At this point, 
it was becoming clear that both members of the couple had difficulty with over- 
regulation of emotion. Jeff was very articulate, but presented his experience in 
an externalized, intellectual manner, revealing only the facts. When I offered 
exploratory reflections to help him search his own emotional experience—for 
example, “There is something about feeling sexual desire makes you feel some- 
thing is wrong with you . . . or is that it?”—he paused for 15 seconds, looked 
down at the floor, stammered, and said “Yes, well, there is guilt.” Alicia, on the 
other hand, seemed to brace herself whenever I would turn to address her. I was 
realizing that I would need to tread slowly and carefully to help both of them 
gently unpack each of their subjective experiences. Neither of them was comfort- 
able revealing their emotions in the process of communication. 


Someone once said that “therapy should be done by the patient, not by the man- 
ual.” Illustrating the wisdom of this quip, note how very differently the emotional 
pacing of Goldman’s EFT-C and Hazlett’s emotionally focused couple therapy 
(Chapter 2, this volume) unfold. 


Question: The timing and pacing of the therapist’s intervention can have 
as much of an effect (for better or worse) on the process and 
progress of couple therapy as the choice of intervention itself. 
What influences you to go faster versus slower and deeper 
versus more surface with couples? 
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“It must have been hard for you to hear that this has been happening,” 
I began, referring to his pornography consumption. She nodded. “Well, all of 
these years, I have been begging him for sex, and now I find out this.” “Yeah, 
that must have really hurt,” I reflected. She tended to smile when I referred to 
her inner experience. She relayed the history of their sexual problems wherein 
she would approach Jeff regularly and he would put her off. Even though she was 
reluctant to speak from her inner experience, I knew that defenses do not hold 
when people feel understood. When therapists validate the wounds that part- 
ners feel, they begin to feel more trusting and begin to reveal their wounds to 
each other. Thus I persisted with empathic explorations and conjectures, saying 
things such as, “It must have felt like you were in a desert.” 

I wanted to know some more about how Jeff’s attachment and identity his- 
tory specifically related to his sensitivities and vulnerabilities in the relationship. 
I asked about Jeff’s relationship with his father and how that may have related 
to his seemingly harsh, self-critical style. I was also curious about the history of 
Alicia's feelings of rejection (as well as her anger and intense discomfort with 
it and associated denial of needs) within her marriage but also with respect to 
her relationship within her family of origin. Finally, when people present with 
individual disorders, as in the case of Alicia’s eating disorder and history of self- 
injury and Jeff’s sexual dysfunction, it is important to understand their history, 
including an understanding of the original context in which problems began, 
whether they have had or are receiving treatment for them, how they cope with 
them presently, and how they function in the relationship. Thus I spent a little 
time inquiring into these issues in the first few sessions. 

When I asked Alicia and Jeff at the beginning of the second session how 
their week had gone, Jeff quickly replied (glancing furtively at Alicia), “Well, I 
think you will get diametrically opposed answers depending on whom you ask. 
It was great for me, but not so much for Alicia.” He went on to describe how 
liberated he had felt just by the pure admission of his problem that he had held 
secret for so many years, but also by the realization that he associated guilt with 
“all” forms of his sexual desire. “I feel two kinds of guilt,’ he explained, “one 
when I don’t have sex with Alicia because I am not giving her what she needs, 
but another about my very desire itself, no matter who it may be directed at.” 
Making this association seemed to help him recognize his agency in creating the 
sexual problems between them and that by confronting the issue, he would not 
always have to feel shame about his sexual desire and be more able to direct it 
to the person he actually felt it toward, when he allowed it: his wife. He quickly 
finished, however, and looked at Alicia, “But it wasn’t such a great week for you,” 
he said. Alicia looked down at the floor. “Yeah, I have been cutting again. And 
not eating,” she said. I was quite concerned. 

In this early phase of treatment, I typically take a more empathic, follow- 
ing stance, to build a bond and help the couple unfold their narrative. When 
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I learned about Alicia’s self-injuring, however, I became more active, guiding 
her process and conjecturing into her underlying feelings and how this related 
to her cutting behavior with the goal of helping her self-regulate and get her 
behavior under control. Following is an excerpt in which we spent some time 
exploring what led to her cutting after having refrained for a number of years. 
In spite of her reluctance to talk about it, I saw it as essential to address the 
problem directly. In addition, while with higher-functioning people, I would not 
normally do this, I made direct suggestions about how she could cope with the 
problem differently. 


THERAPIST: Is it hard to talk about? 

ALICIA: Yes. 

THERAPIST: Feels kind of shameful to say it out loud. 
ALICIA: [nods again} 

THERAPIST: Can we talk about it, though? 

ALICIA: Yeah. 


THERAPIST: So, tell me a little about what happened that you ended up cut- 
ting? 

ALICIA: Well, Sunday night, after feeling really distant from Jeff the whole week- 
end, he was busy downstairs working on his bike, and I don’t know, I was 
just so angry at him. And I knew if I told him about it, it would come out 
really bad ‘cause I just hated him at that moment, so I just did this instead. 
It made me feel so much better. 


THERAPIST: It is so hard when you feel so angry, and this kind of takes away all 
that bad feeling instantly, is that right? 


ALICIA: Yeah, I know that cutting is bad. But I am fully in control of it. In fact, 
that is what I like about it. It really is a perfect solution. That’s what nobody 
really understands. When I am feeling bad, I can do this and it just makes 
everything better, instantly. 


THERAPIST: Yeah, you can sort of focus away from the pain you are feeling inside 
and on the pain you feel on your arm or your leg, and somehow that just 
brings a calming sensation. 


ALICIA: Exactly. 


THERAPIST: [empathic conjecture} And I guess you were feeling pretty bad 
inside, I don’t know, but pretty rejected and sad on the one hand to hear 
that Jeff has been looking at porn and I guess kind of betrayed that this 
has been going on and you didn’t know about it and left kind of wonder- 
ing, “Why doesn’t he want me?” And you know I can understand you being 
angry as a result, but I guess that is kind of a difficult feeling for you to 
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have. It is painful. So you cut instead. That helps you cope with those 
intense feelings. 


ALICIA: Yeah, definitely (Cooking down and somewhat ashamed). 
THERAPIST: Jeff, as we talk about this, I notice that you look very concerned. 


JEFF: Yeah, I am. I really didn’t know that Alicia was doing this again. And it 
leaves me feeling pretty bad. Like I am kind of the cause of it. I definitely 
don’t want her to feel so bad. 


THERAPIST: I wonder though, Alicia, if we could try something, and I know 
this might be hard for you, but I don’t know when you are feeling like 
this maybe it is hard to share with Jeff just how bad it is. I know you want 
to sort of protect him from your anger, but I am wondering if you could, 
instead of having to hold on to all of it, could you just come to Jeff and say, 
“I am feeling pretty bad right now and I am thinking of hurting myself.” 
You don't have to share exactly what you are feeling if you don’t want to, 
but just tell him you are thinking about doing it. Instead of actually doing 
it. Do you think you could do that? 


ALICIA: (after 15 seconds) Yeah, I think so. 
THERAPIST: And Jeff, how would that be for you? 


JEFF: Yes, I would really like it if Alicia could do that. (turning to her) I would 
definitely be there for you. 


We also agreed that Alicia would tell me if she continued the behavior and 
that even though it was a difficult subject, she said it was OK if I asked her 
about it on a regular basis. 

In general, from an emotion-focused perspective, cutting behavior and 
other forms of self-injury as well as maladaptive eating behavior is primarily 
seen as a method (albeit misguided) of regulating affect and self-soothing. Thus 
I understood her to be attempting to self-soothe when she reached this pain- 
ful, intolerable state. In general, there are two broad domains of affect regula- 
tion that need to be worked on in couple therapy: relational and self-regulation 
of affect. Within the relational form, partners reveal themselves to each other 
and provide each other with pleasure, calm, and security. They also help each 
other to tolerate, make sense of, and manage affect. In the self-regulation of 
affect, individuals are able to calm and soothe themselves by accepting, tolerat- 
ing, and managing the intensity of their own emotions and by accessing more 
adaptive emotions to transform their maladaptive experience. According to the 
EFT-C model with couples without individual symptoms (Greenberg & Gold- 
man, 2008), regulation by the other is encouraged in the early stages of therapy, 
while self-regulation of affect occurs in the later stages. At this point, given the 
dysfunctional nature of Alicia’s behavior, I thought it was important to work 
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with Alicia on both fronts. Ideally, she could tolerate and manage affect on her 
own; however, this was also an opportunity to engage her partner to help her 
when she found herself in such an isolated state. While normalizing and validat- 
ing the purpose of the behavior, I wanted to help her find a different method of 
self-soothing, and in this case her willing partner was an ideal person to aid in 
this process. I therefore had her engage Jeff not to soothe her explicitly, but to 
aid her in the process by providing empathic understanding that she could reach 
out to him as a way of soothing herself. 


Some couple therapists have modified dialectical behavior therapy (DBT) (devel- 
oped for the treatment of people with borderline personality disorder) for use with 
couples such as Alicia and Jeff, emphasizing both self- and mutual affect regula- 
tion. 


Question: What do you know about DBT, and how might the specific skills 
it teaches (mindfulness, interpersonal effectiveness, emotional 
resilience, and emotion regulation) be incorporated into EFT-C? 


In the example above, I was also conjecturing into the sequence of Alicia’s 
emotions to try to bring her awareness to them. The primary emotions of sad- 
ness and pain in relation to rejection were very difficult for her to recognize and 
tolerate and left her feeling too vulnerable. Her anger can be seen as a secondary 
emotion to prevent her from feeling her primary, albeit maladaptive, pain. Anger 
in its secondary form leads to attack and is focused on the other rather than on 
protection of the self. Thus it was not my goal to encourage the expression of 
her secondary anger. At times, however, Alicia’s anger over Jeff's viewing of por- 
nography and keeping it a secret for so long was an adaptive response to feeling 
wronged and betrayed and was empowering. I therefore wanted to encourage her 
to feel, and later express, this aspect of her anger to Jeff. 

In this early stage, however, the whole constellation of emotions and their 
intensity was too overwhelming to Alicia, and this was leading her to desper- 
ately find a means of self-soothing and calming herself by cutting. Her current 
methods were maladaptive. We thus worked on getting her cutting and eat- 
ing behavior under control and finding alternate methods of self-soothing. It 
also provided an excellent opportunity to create bonding (and other-soothing) 
between the couple. These maladaptive feelings of pain and secondary anger 
arose when her security or identity felt threatened. 

In the third session, we explored more about the history of Jeff’s pornog- 
raphy consumption and his family-of-origin issues. Alicia made it very clear by 
the end of the session that she did not wish to know any details around Jeff’s 
consumption of pornography. “It has already been enough that I know this has 
gone on. I accept that he has done it and I hope he has stopped, but if he is still 
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doing it I really don’t want to know about it,” she said. I had been struggling 
with the issue of whether to see the couple conjointly at all. They had made the 
decision to obtain couple therapy to deal with the problem together. The litera- 
ture on sexual addictions (e.g., Carnes, 1991) generally espouses the importance 
of seeing the couple together, having the partner with the addiction come clean 
and be honest about the problem and in turn having the other partner face and 
accept it. This way the “victim” will construe it as the other’s problem rather 
than self-blame. I was also aware, however, that Alicia struggled with affect dys- 
regulation and that deepening her wound could trigger self-injury. So I turned 
to her: “Would you prefer me to have a few sessions alone where I see both of you 
individually? Then I could get a better understanding of Jeff’s problem and also 
be able to explore more with you about what happens when you feel rejected and 
wounded?” “Yes,” she responded immediately, “I would much prefer to go and 
work out than have to listen to this.” Exercising was one of Alicia’s many forms 
of affect regulation and self-soothing. I saw those as important ways in which she 
took care of herself in the relationship and wanted to encourage her. Turning to 
him she said, “Then you can talk all you want about what has been going on.” It 
was agreed then that I would have one session with each of them alone. 


WORKING PHASE OF THERAPY 


I made it clear to both of them before I met with them individually that I could 
not keep anything one disclosed to me confidential from the other. Jeff actually 
wanted to be honest with Alicia, but was afraid that telling her details would 
upset her. I reassured him that I would not reveal any details unnecessarily or 
against her wishes and that if I saw it as important, I would encourage him to 
reveal “secrets” to her himself. In the individual session with Alicia we explored 
more about her goals (to know and allow Jeff to view pornography if he wished 
but to have a sufficiently active sex life together that this would not bother her). 
We also discussed more about her family-of-origin issues and how they related 
to her eating disorder and self-harming behavior. 

In my individual session with Jeff I got a fuller picture of his pornography 
addiction and how he planned to control it. His goal was to completely stop 
viewing pornography or partaking in chat rooms. He discussed how he wanted 
to ask Alicia to get rid of another computer they had at home, sitting in the 
closet. Alicia had not installed locks on it, and even though it was put away, he 
still had access to it and was taking it out and using it to view pornography. He 
was too afraid to ask Alicia to get rid of it, as that would be an admission and 
mean he was not abiding by her request to “not know” of his activities. As we 
explored it, it became clear to him that he had no option but to tell her in the 
next session. 
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In the next (fourth) conjoint session, Jeff decided to take a risk and ask Alicia 
to get rid of the computer. She was surprised to hear he had been using it, but was 
very understanding and began immediately to troubleshoot to figure out how to 
dispose of it. Jeff was relieved. Things were going much better between them, 
and they had been having sex more regularly and both reported enjoying it. 


Interactional Cycle 


The couples’ core cycles became evident early in treatment. Alicia would feel 
dissatisfied with the little sexual attention she would get from Jeff, feel rejected 
and bad, but have difficulty expressing feelings or needs to him. She did not feel 
entitled to ask. She would attempt to distance herself from these feelings, but 
her anger would build inside. Sometimes she would withdraw from Jeff, keep- 
ing minimal contact and leaving the house without saying where she was going 
or when she would return. This activated Jeff’s fear of her abandonment. When 
she could no longer contain her anger, she would eventually explode at Jeff over 
something less valuable to her such as his lack of help around the house and 
would become contemptuous and mean. Jeff would initially try harder to please 
her, but when the angry remarks became too hurtful he would feel inadequate, 
get angry and defensive, and quip back. When they would later process things 
more calmly, Alicia would complain more directly about the lack of sex and 
Jeff, feeling some shame, would usually have sex in order to appease her. This 
dissatisfying pattern had persisted for the first 10 years of their relationship but 
now was no longer viable. In the fifth session, they described a fight in which 
Alicia had become irate with Jeff over a period of 5 days for not anticipating 
all the things that needed to get done around the house. He had been very 
stressed out at work and had spent all of his free time playing video games. She 
had held it in for 4 days but on the fifth day, she blew up and proceeded to call 
him all sorts of nasty names. She was quite shaken by her reaction, as she felt 
very out of control, which brought back memories of her parents fighting. She 
was very worried that they were on a slippery slope to constant misery. Jeff, for 
his part, was somewhat angry but mostly defensive, trying to convince her that 
he had helped out a great deal and she just didn’t recognize it. Their cycle was 
maintained by expressions of secondary blame and resentment that masked their 
more vulnerable primary feelings. Thus in this session, I identified their cycle as 
the problem, and this helped “deescalate” the cycle and then focused on helping 
them label their underlying emotions: 


Identification of repeating problematic “cycles,” and shifting of these destructive 
cycles to new patterns of interacting on recurrent “hot topics” involving enduring 
themes around emotional vulnerability, are probably among the mechanisms of 
change that all types of couple therapy have in common. 
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Question: In addition to the methods, strategies, and techniques used in 
EFT-C to identify and modify such core cycles, what kinds of 
interventions from other schools of couple therapy would fit 
with the EFT-C approach? Can you think of any that would not 
be a good “fit” with EFT-C? 


“So, Alicia, it seems that when you feel like you are taking care of things all 
on your own and not getting help, you get angry but you hold that in and 
withdraw. Eventually it gets too much and you kind of blow up at Jeff and 
really let him have it. And Jeff, that is hard for you, and you don't like feel- 
ing attacked, and then you feel like you have to defend yourself and kind 
of say it is not like that, but Alicia, I guess you are really feeling kind of 
neglected and unseen and that is hard and Jeff, I don’t know, but I guess 
when she yells at you like that, it feels pretty bad, and I imagine it makes 
you feel kind of inadequate inside.” 


Alicia’s sensitivity to Jeff’s neglect triggered feelings of abandonment that 
originated in her early familial relationships. She had a great deal of difficulty 
expressing any emotion, and certainly vulnerable emotions such as sadness and 
loneliness were most difficult. She tried to withdraw as a way of controlling her 
anger, but when it became unbearable, she would erupt in angry pursuit. For 
Jeff, Alicia’s anger activated his sense of inadequacy and, feeling threatened, he 
felt the need to defend himself and withdraw. He also saw his withdrawal as a 
way of protecting Alicia, as he feared his anger would send her into a shame- 
ful spiral that would lead her to self-injure. His sense of inadequacy did have 
roots in his family-of-origin experiences where he did not feel good enough in 
his father’s eyes. Thus Alicia felt rejected and unloved by Jeff when he did not 
show sexual interest and desire for her. Her attachment vulnerability triggered 
her sense of being at core, unlovable. Jeff, while scared of Alicia’s abandonment 
when she withdrew, primarily struggled with an identity issue. Alicia’s com- 
munication of her critical disappointment triggered his core sense of inadequacy 
and shame. 


The Ongoing Process 


In the sixth session Jeff talked about how he was dealing with addiction, and 
Alicia said she was not interested in hearing about it. Jeff was having trouble 
because he did not feel entitled to support, but I validated that he needed sup- 
port to work through it. Alicia was feeling a great deal of resentment but having 
trouble accepting it and was not prepared to express it. With my encouragement 
and support, both of them became aware of and spoke from underlying adaptive 
emotions but also struggled to hold on to them. Jeff first expressed guilt, but 
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with prompting did speak from his shame and offered an apology. He struggled 
to stay with his shame, but moved quickly into a defensive stance, blaming her 
for the problem to some extent (commenting on her not being attractive when 
she was 95 pounds). Alicia continued to struggle with her resentment but ulti- 
mately said that she had suffered so many years to be “better” for him, and that 
she was not quite ready to forgive him. The session ended with Jeff attempting 
to give Alicia hope that now that things were out in the open and they were 
working on their issues, they would get better. They both left the session on a 
hopeful note. 

In the seventh session, Alicia and Jeff were actually getting along quite well, 
as they were having sex more regularly. Jeff was happy and proud that he was 
feeling desire and initiating sex, and Alicia was feeling desired and supportive 
of Jeffs dealing with his problem. “It is OK with me if he looks at porn as long 
as we are having a regular sex life,” she explained. He reiterated, however, that 
he most wanted a healthy sex life and did not feel prepared to have a “casual” 
relationship with pornography at this point. They began to troubleshoot differ- 
ent ways in which she could help him “resist the urge.” 

In the eighth session the couple described a fight in which Alicia had again 
become angry with Jeff regarding a situation in which they needed to move 
houses and he did not anticipate all the work that needed to be done. Alicia had 
become so angry that she had left the house, not telling him of her whereabouts, 
and he became angry. I reflected to Alicia that she must have felt so neglected 
and alone, to which she replied, “Well, all of this would be OK if I didn’t have 
to go on to the computer to check something on the Internet and find it saying 
‘Bessie wants you to see her new lingerie.’” 


THERAPIST: There is a deep hurt. Can you speak from that place? 


ALICIA: The deep hurt is that he is off doing his thing and there is still stuff 
that needs to get done, and if he is going to go off and have his own sex life 
separate from me then I am going to . . . like I feel distance from Jeff when 
we don’t have sex anyway, but then when you put this stuff on top of it, then 
it is like the icing on the cake. I mean, why do I have to tell you where Iam 
going, why do I have to be beholden to you? 

THERAPIST: So you feel angry and that gets pretty intense, and that scares you. 
And I think when there is this hurt, this wound, the anger kind of follows 
from it, and it is so hard for you, to the extent that you feel wounded and 
hurt and separate. 

ALICIA: It just feels like this anger is so consuming and there are so many things 
in my life that are going great right now, like all these great things at work, 
and why do I care so much? 

THERAPIST: Yeah, but this is your core relationship, this is your husband, and 
when you don't feel loved and appreciated, it really hurts and of course deep 
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down you care . . . and then there is this anger, you don't like feeling like 
this. Can you speak from that wounded feeling? I know you can talk from 
the “I feel distant,” and it is a way to deal with the intensity of feelings, but 
I also know about the wound. But I don’t know if it feels safe enough to 
talk from this place. 


ALICIA: I don’t feel like I have any right to feel this anger, and speaking from 
that wound just like makes the anger legitimate. Like I feel like I am being 
ridiculous. 


THERAPIST: So that is the difficulty, how much am I allowed to feel the intensity 
of this wound, because it is too much, is that right? ‘Cause to me it doesn’t 
sound ridiculous that you feel rejected or unloved. It does not at all. I think 
the anger is what feels too much and overwhelming, and although it sounds 
painful, it doesn’t sound ridiculous to me 


Here Alicia was struggling with her feelings. She felt hurt, got angry and 
did not feel entitled to her feelings and needs, and moved away from her emo- 
tions altogether. Using my own genuine feelings to try to legitimize her expe- 
rience, I encouraged her to speak from her primary hurt, but at this point her 
hurt was wrapped up with her anger, and therefore I followed whichever emo- 
tion popped up but encouraged her to separate them. I then turned to Jeff, but 
in order to prevent him from responding abstractly, I pointedly focused on his 
immediate feeling in response to her expression of anger and hurt: 


JEFF: Yeah, I mean, I feel shame around all of the sex and porn and all of that 
stuff. 

THERAPIST: Yeah, that is your immediate feeling, just feeling kind of like you 
want to disappear, hide. 

JEFF: Yeah, absolutely there is a dysfunctional part of me, and it is hurting Ali- 
cia. I behaved so poorly, but I haven't looked at porn this last week. I have 
not felt the urge. I have wanted to have sex with Alicia, but she has not been 
available, and then Saturday I wanted to but she was pissed at me. 


Rather than focus on Jeff’s self-criticism (“dysfunctional part of me”), I 
reflect the underlying feeling of powerlessness. 


THERAPIST: So, this is the feeling of powerlessness ‘cause I want to reach out and 
I don't feel like I can. 


JEFF: I am trying very hard to be better. 


THERAPIST: “I am really trying to deal with this issue.” What is happening for 
you, Alicia, as you hear this? 


It is here that Alicia expressed the core of her anger: 
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ALICIA: I’m not upset about housework per se. I am upset that I have been lucky 
to get some, less than once a month for the past 5 years, and that in all that 
time you didn’t notice that it was a problem. I am mad that I had to call a 
marriage counselor. Iam mad that you didn’t notice what time the swim- 
ming practice ended, I am mad that you don’t notice the laundry, Iam mad 
that you haven't noticed I am mad. 


THERAPIST: “I am mad that you haven't noticed me!” 


ALICIA: So, every time that you don’t notice something that is basic, have sex 
with your wife, do the housework. I am mad ‘cause it doesn’t feel like you 
are engaged, and if you are not engaged, then why do I work my ass off to 
make it work? 


THERAPIST: So, this is long-standing (to Alicia), and so what do you need, youre 
angry over having felt so overlooked for so long—not just over the last few 
weeks but the last 8 or 10 years. There has been an opening lately, but it in 
some ways this is your anger, and it is understandably related to feeling so 
overlooked, so I would like to encourage you to say what you need. What 
is it? 

(10 seconds pause) 

ALICIA: I don’t know what I need, and it is not fair for me to keep being so angry 
when I can’ t articulate what I need, and getting so angry is just not helpful 
when actually he has done so much. It’s ugly. 


{I encourage Alicia to stay with her anger and hurt and not back away from 
them] 


JEFF: I would rather you were angry at me all the time until it got better than 
close down! Alicia gets really angry and then apologizes, and then I say I 
wish we had sex more, and she says it is OK ‘cause I have been unavailable. 
Then she says “go with your friends,” and then when I do, she explodes. 
(turning to her) You have a right to be angry. Be angry, but don’t get angry at 
me, say you are not, then expect me to feel bad. 


THERAPIST: Yes, yes . . . what is your response to all of that? 

ALICIA: I don’t like to be so angry. 

THERAPIST: What happens for you? Can you talk about your objection to being 
angry? 

ALICIA: It is a distraction. It is unproductive... 


THERAPIST: And it is unpleasant . . . and yet you are angry. Sometimes you are 
really angry. I can’t help but make the connection with your mother. As you 
have said, her anger got pretty out of control, and she was pretty destructive 
and she hurt you, and you said you never want to be like her. 
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ALICIA: (slowly, with sadness) She hurts my dad more, and I can just imagine that 
being me. 

THERAPIST: So, the fear is that it will fester and you will keep on feeling it, and 
make him miserable too, and there is this sadness . . . 


JEFF: The difference between Alicia and her mom is Alicia is aware of whom she 
is angry at; her mother is incapable of taking anyone else’s perspective. 


THERAPIST: Yeah, and what happens when you see her pain, when you touch 
into the pain of what she experienced? 


JEFF: I feel very, very nurturing. We've spent a lot of time processing her painful 
feelings. And the thing I am hopeful about is when Alicia started deal- 
ing with this pain with her mother, the first time around, she responded 
by being super angry for a year and then cut off all contact with her mom 
for another year. (5-second pause) Doing that with me is probably not an 
option. 

THERAPIST: Are you worried that she might? 

JEFF: Absolutely. 


We went on to explore Jeffs fear of Alicia’s abandonment and how, when 
she felt very bad, she distanced and threatened to leave. She reassured us that 
wanting to leave has nothing to do with self-injury and is simply an escape fan- 
tasy. She then said: 


ALICIA: Sometimes when I feel like that I just want to go run, but I know when 
you go away for even 2 days, I miss you. I love you. 


THERAPIST: So, you are saying sometimes it just gets very scary but I don’t want 
to leave you. How do you feel hearing that, Jeff? Reassured? Seems like it 
touched you. 


JEFF: I know that she misses me. Ummm. (10-second pause) (crying) I am frus- 
trated that when Alicia has been going through this pain before I was able 
to be supportive but now, the pain she is going through is my fault. How 
can I be supportive when I have caused it? 


THERAPIST: So, how can you take care of her and be close to her? 
JEFF: That is the third time she has seen me cry. 
THERAPIST: What do the tears say? “I feel sad, distant and I want to be close”? 


JEFF: (blowing nose... stammering, crying a little more) Ummm. 
{Alicia moves close to Jeff and puts her hand on his.} 


THERAPIST: Does it feel good to have her touch you? 


JEFF: Umm (crying), it is reassuring. 
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THERAPIST: It is what you need. 


JEFF: I guess I feel like I need time to demonstrate that I want to make a dif- 
ference without, um (5-second pause) umm, huh, I am trying to improve my 
behavior around the sex issue, and if that is going to make Alicia more and 
more angry, I need to know I can get myself out of this hole and climb back 
to you. 


THERAPIST: I guess you are saying, “I need some reassurance and I need to know 
how to get back and I want to get back.” Alicia, what is your response? It 
feels like he wants to reach out to you, and I don’t know how that feels to 
you at this moment. It seems like you are feeling close right now. 


ALICIA: I feel hopeful. I feel that he gets it. (Alicia is now expressing a lot of tender- 
ness, sitting close and touching Jeff.) 


In this key session, Jeff expressed hopelessness and shame around his por- 
nography habit and where that has led him. Alicia allowed herself to express her 
anger at feeling overlooked and neglected although she had difficulty express- 
ing the more vulnerable sadness and pain in spite of my reflecting it. Jeff was 
encouraged by Alicia’s expression of anger, as he felt it to be more honest. Alicia 
then expressed the fear that allowing her feelings would cause her to act like 
her mother and ruin her marriage. While Jeff was reassuring to Alicia, he also 
expressed his fear of being abandoned. When she reassured him that she would 
not abandon him, he accessed feelings of powerlessness about not being able to 
support Alicia as he had always done. His core sense of inadequacy around not 
being good enough and providing Alicia with what she needed was activated, 
and he was able to talk from pain and his need. This seemed to leave Alicia feel- 
ing close to him and hopeful that she may get what she needs: to be noticed. 
This was a positive bonding moment and helped them access tender, nurtur- 
ing feelings to each other. Awareness homework can help couples to generalize 
and solidify changes outside of the sessions. Thus I asked Alicia to express her 
sadness and vulnerability in relation to feeling unnoticed or overlooked three 
times during the week just as she had in the session. I also asked Jeff to express 
his sense of shame and inadequacy in relation to feeling like he was not living 
up to Alicia’s expectations at least three times during the week. Homework is 
not “checked,” however, as therapy is not seen as prescriptive. Clients will often 
bring it up in the next session and therapists will in turn explore it. Therapists 
may make a gentle inquiry at the beginning of the following session to see if the 
couple remembered and whether it was helpful. 

In the next few sessions, Jeff and Alicia recounted fights or conflicts they 
had where Alicia’s underlying feeling was one of rejection and sadness and Jeff's 
was one of shame and inadequacy. In the back of my mind, I was concerned 
about evoking too much emotion, particularly with Alicia, activating her to 


Self-Soothing and Other-Soothing in Emotion-Focused Therapy 275 


flood, become dysregulated, and self-harm. So a problem would be brought, I 
would empathically conjecture about underlying feeling, they would jump back 
to secondary emotion (hers of anger and his of blame and defensiveness), and 
perhaps because I did not persistently refocus on primary emotion or perhaps 
because they were not ready to go deeper, a negatively escalating cycle would 
ensue. Instead of forward progress we were going in circles. 


Empirically supported therapies and impressive workshops by the “masters” not- 
withstanding, it is not uncommon, even in the best of therapeutic hands, for couple 
therapy to feel (to the therapist) as if it is “going in circles.” 


Question: When you find you work with a couple “going in circles,” how 
do you deal with this? How do you understand this situation? 
Do you share the sense of stagnation with the couple? Do you 
consult with a colleague? 


Neither Alicia nor Jeff was accustomed to expressing primary emotions, 
and both were somewhat reluctant to reveal them to each other. The concern for 
Alicia was that she would become overwhelmed by her emotions, particularly 
her anger, and either destructively unleash them on Jeff or turn on herself and 
self-harm. When I would, for example, directly conjecture about Alicia’s under- 
lying sadness and hurt and suggest she speak to Jeff from that place, she would 
become quite anxious and tell me “All of my emotions are a tangled ball of yarn, 
so if I go there I will pull up the anger, and Jeff does not deserve for me to be 
angry at him right now since he is trying and we have been having sex.” Jeff 
also had difficulty exploring his underlying emotions, saying that, for example, 
“Yes, I still hesitate when the whole idea of sex with Alicia presents itself to me, 
but it is not as bad as before. It just takes me a few seconds to respond.” When 
I would try to evocatively recreate the moment when he felt hesitation, saying, 
for example, “Can we explore that a little bit—so she was sitting there with just 
a towel on and you were kind of feeling turned on, but something just stopped 
you,” he would say “Well, yes, it is just a hiccup. It is a moment of hesitation, 
nothing more. And then I am ready to go, so...” 

Things were better for the next few sessions. They were having sex more 
regularly, sometimes twice a week. Jeff felt they were making very good prog- 
ress. So much had changed internally for him. He did not feel guilty about his 
desire or wish to look at pornography. His sexual desire was directed toward 
his wife. Alicia was not quite as positive, as she wanted change to happen more 
rapidly, but she was very hopeful. She was still very sensitive to the possibility 
of rejection and had chosen to deal with this by not initiating sex and waiting 
for Jeff to do so, thereby protecting herself. The couple was aware of and agreed 
that there was a negatively intensifying cycle that was characterized more by 
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anger on her part and defensiveness on his and that there was a more positive 
cycle wherein they shared more vulnerable emotions. At the same time, they also 
felt this was a difficult place to get to, and especially when things had already 
improved so much they did not want to upset the status quo. This shifted some 
in Session 11, however. They presented a difficult interchange and I stayed with 
them to track underlying emotions. What follows, then, is an example of how 
we work with couples to promote self-soothing so that they may regularly share 
and express with each other and begin to more permanently restructure their 
bond (Stage 4). 


JEFF: We had just gotten home and I was actually thinking of going to bed 
and she changed into this sexy outfit and I look over my shoulder and huh, 
there’s Alicia... 


ALICIA: I just wanted to see what would happen. 


JEFF: I responded with surprise and inquiry, and she responded with “I am just 
putting it on—no pressure. Nothing has to happen” kind of a thing. “But I 
haven't showered,” I said. And I was trying to figure out if she was initiating 
or not ‘cause I didn’t want to not respond—I was interested in having sex, 
but we just had not had the opportunity. 


THERAPIST: So, you weren't sure? 


JEFF: I was looking forward to getting to bed, but if that is what she wanted, 
lord knows I can stay awake for this, but my confusion and indecision Alicia 
took as not being interested ‘cause I didn’t jump up and go “Let’s go”... 
And then she wasn’t upset, but she was sad and in the course of that, that 
ruined the mood. 


ALICIA: Yeah, we set a new record for miscommunication. 
THERAPIST: So, you were able to say you felt sad? 


ALICIA: I wasn’t sad . . . I don’t want to demand, I don’t want to pressure, I 
wanted him to get the idea. And it was when your eyes perked up and then 
it was like, let me go do a couple of things first and this other thing, and I 
was like, “Dammit, I am still not priority number one” . . . like, I just want 
to be priority number one. 

THERAPIST: So, Alicia, it sounds like you were disappointed and hurt. You 
wanted a different response. And I guess you pull back when these feelings 
get overwhelming and intense. It really leaves a lonely, hurt feeling inside. 
Can you talk about that hurt? What is that like? 

ALICIA: Well, it is such a strong anger that kinds of takes over. 

THERAPIST: I hear the anger but I also hear the hurt, and I know what a dif- 
ficult feeling this is to stay with ‘cause it is scary and you are afraid it will 
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be overwhelming, but it is a very important feeling. Can we try to stay with 
it, though, and we will help you? 


ALICIA: I guess. (10 seconds, looking down at the floor) Well, I just feel like I am not 
desirable. Just rejected. Like I’m unlovable. 


THERAPIST: Yeah, and that really brings the hurt inside. 
ALICIA: Yeah (crying), this is just a horrible, painful feeling. 


With Alicia’s history of alexithymia—that she was overregulated and had 
trouble describing her internal experience—self-soothing actually involved two 
steps. The first was to label the low-level feelings such as the sadness, hurt, and 
pain exemplified above. The next was to help her to soothe those feelings so 
that in the future she could stay in contact with Jeff and not withdraw from 
the interaction. I knew that even with the improvements they had made, in the 
future Jeff would not always respond in the way that Alicia needed. Her capacity 
to selfsoothe in those moments would enable her to take care of herself in the 
face of disappointment—to not become overwhelmed and self-harm. This will 
ultimately help her to be stronger, not withdraw and perpetuate a negative cycle 
between them. 

In a later session, we aimed toward self-soothing of primary emotions: 


ALICIA: When I do not feel desired, I feel kind of horrible, like something is 
wrong with me, like I am less than half my size. 


THERAPIST: So I wonder, Alicia, in these moments, when you feel so horrible, 
what you can do to take care of yourself, ‘cause I guess sometimes Jeff is not 
there in the way you would like and I know it is hard to say what you want, 
and you get to feeling pretty bad, and those feelings are very painful. But I 
wonder, in those horrible moments, would it even be possible to somehow 
reassure yourself that it will be all right? 


ALICIA: Well, I don’t really see the point of that. I mean, if we just had a normal 
sex life and he made me feel desired, there would not be a need for me to 
“take care of myself.” 


THERAPIST: Yeah, I understand, and that is what you would like and what you 
work toward, but I guess there are times when Jeff is not available when you 
would like to be intimate or close, and sometimes it does hurt. I wonder if 
you could imagine a small child who is in the kind of pain that you are in 
in these moments—imagine she is hurting and feeling sad, what would you 
say to her or do? 


ALICIA: Well, I would hug her and tell her it is going to be OK. 
THERAPIST: OK, can you imagine that child here (holding out an open hand for her 
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to focus on), could you try to soothe her and reassure her? How would you 
do that? 


ALICIA: Well, I would just hug and caress her and tell her it is OK. 


THERAPIST: That is really good. And now, can you imagine that this is you as 
a small child (again holding out a hand) and that small part of you is really 
hurting. Can you reach out and soothe her, take care of her, too? 


ALICIA: Yeah (focusing on her imagined wounded child), it is going to be OK, little 
Alicia. I know you are in pain but you are OK, it will be OK (reassuring 
voice, slowed breathing). 


In the following example, in a later session, I worked more explicitly with 
Jeff to help him self-soothe in moments where he felt inadequate, guilty, and 
shame-ridden. 


THERAPIST: She says, “I am not the first priority.” I don’t know if that makes you 
feel pressured. 


JEFF: Umm (holding his breath), not a new pressure . . . I do feel like we are 
making great strides, really improving, and um, now wanting the, uh, not 
wanting to disappoint ‘cause I am not responding pitch-perfect when I go, 
“Oohhh,” and you go, “Maybe not.” That’s hard. 


THERAPIST: And there is a lot of pressure to respond “pitch-perfect.” Could you 
tell Alicia what it is like for you when you feel like you are not pitch- 
perfect? I mean, what happens for you? 


JEFF: Well, I do get very disappointed in myself and then, yes, I feel inadequate, 
like I have let her down once again, but I guess I kind of deserve it. I just 
feel so powerless. I used to be able to soothe and take care of Alicia. I was 
her rock and then I really blew it. It is horrible ‘cause then I just feel like 
such a heel, like I can’t do it right and I can’t please you ‘cause I want you to 
feel good, and I want you to keep trying and I don’t want to lose you. 


THERAPIST: “It feels so bad’ cause I feel like I can’t be there and take care of you 
in the way you need” . . . and it does seem as if you are very hard on yourself 
and you have told me about other times when you have let yourself down 
and how some part of you gets to beating yourself up. I wonder, what is it 
that you need? I mean, not so much from Alicia, but from you when you are 
telling yourself how bad and worthless you are. 


JEFF: Yeah, well, I guess I do need support. I do need to believe, to hear that I 
am worthwhile, that I am not completely messed up, totally dysfunctional. 
I guess I need to let myself off the hook a little. 


THERAPIST: Yeah, I imagine that you need support from yourself, to know that 
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“No, I am not perfect, but I still really am trying my best and I am worth- 
while. I am doing the best for my wife.” 


JEFF: Yeah (crying), I really am doing my best. . . 


ENDING OF THERAPY 


As the writing of this chapter concludes, I am still seeing Alicia and Jeff for ther- 
apy. Things have improved immensely since treatment began, and their major 
goal of having a “normal” sex life has for the most part been achieved. Alicia 
would like sex to occur more often and would prefer if Jeff were to initiate more, 
but they do have sex on a regular basis. Conflict has been reduced, overall, and 
they are working toward their next goal of trying to have children. Both partners 
are much more able to talk from their primary emotions—hers of sadness and 
hurt and his of shame, and inadequacy—when conflict arises. Thus far we have 
met for 15 sessions and will continue to meet until they feel secure on their own 
and capable of functioning without a therapist to run things through. 


Therapy with couples sometimes ends quite abruptly (e.g., one partner refuses 
to continue, for any of a variety of reasons), and sometimes continues on a more 
intermittent basis (e.g., with longer intervals between sessions). 


Question: Generally, how is termination arrived at in your work with 
couples? How do you prefer to bring the therapy to a close? If 
one partner unilaterally drops out of the joint therapy, do you 
see a partner who wishes to continue alone with you? What are 
some arguments for and against doing so? 


In general, Jeff feels a lot less shame and little guilt about his sexual desires. 
He continues to avoid pornography. Alicia feels Jeff is more attentive, “notices” 
what she wants and needs, and is more responsive. She is also more capable of 
speaking from her hurt rather than anger and does not become as overwhelmed 
by her emotions in general. She is not self-harming and is eating normally. The 
work that still needs to be done is to help Alicia to stay connected to and speak- 
ing from her hurt when it arises as well as self-soothe in the absence of Jeff's 
emotional availability. For Jeff, the issue is one of full self-acceptance, particu- 
larly of all facets of his sexual desire, even if he only chooses to act on his desire 
for his wife. When changes do occur in therapy and couples begin to express 
underlying primary emotions more regularly, it is helpful to have an explicit 
discussion of how the couple might trigger a negatively intensifying cycle fueled 
by secondary emotion, and how they can alternatively engender a positive cycle 
in which they express primary underlying emotions. The goal here is to solidify 
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emotional changes at a conceptual level as well. In general, I am pleased with 
how I have interacted with this couple and how therapy has progressed. I think 
the greatest challenge was to know how much to press, particularly with Alicia, 
to explore underlying painful primary emotions. On the one hand, I knew that 
it was a necessary component of change and restructuring the bond. And yet, I 
did not want to overwhelm Alicia and cause her to either self-harm or disengage 
from the therapy process. When Alicia and Jeff feel they have solidified changes 
and strengthened their emotional bond such that they can engender more posi- 
tive emotional interactional cycles independent of therapy, we will likely consider 
reducing therapy to less than once a week and then begin to taper off sessions. 
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CHAPTER 13 


Searching for Mutuality 
A Feminist/Multicultural Approach to Couple Therapy 


SHEILA M. ADDISON 
VOLKER THOMAS 


Baily therapists often do not intend to become specialists in couple therapy. 
As Gurman observed in the introduction to the Casebook of Marital Therapy 
(1985), the family therapy field has historically treated couple therapy as a kind 
of “ambivalently valued stepchild” (p. xiii), technically under the umbrella of 
a family systems approach, but of less interest (and less value in staking out 
unique family therapy territory?) than the problems of families with children 
and adolescents. Many graduate training programs, as well as master’s and doc- 
toral internships, leave us far more prepared to work with an entire family sys- 
tem than with two people in an intimate relationship. 

I (SMA) had learned some basic cognitive-behavioral techniques such as 
those used by Markman and his colleagues in marriage enhancement (Markman, 
Floyd, Stanley, & Storaasli, 1988), some basics of Kaplan-style sex therapy (1988), 
and Schnarch’s (1991) adaptation of Bowen’s work for couples’ sexual problems, 
but I lacked an overarching sense of how to deal with the day-to-day issues 
of typical self-referred couples. I was competent enough at a general systemic 
approach not to make most of the mistakes Doherty (2002) identifies—taking 
a passive stance better suited to individual work, focusing on “clarifying” indi- 
vidual issues, taking sides with the more sympathetic partner, avoiding inten- 
sity, or pathologizing relationships. But I didn’t have a theory of love, intimacy, 
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or partnership. Thinking back, while I was in school I had probably seen one 
“master therapist” video of couple work for every 10 to 20 videos of family work. 
When it came to couple therapy, my world was full of “unknown unknowns,” to 
quote a former U.S. Secretary of Defense. 

And yet when I (SMA) opened my small private practice shortly after becom- 
ing licensed as a marriage and family therapist, I quickly found that the majority 
of my clients were couples. I advertised myself as seeing “individuals, couples, 
and families,” with expertise in “gay, lesbian, bisexual, and transgender (GLBT), 
and multicultural issues.” Many of my early callers wanted therapy for problems 
like anxiety, depression, anger, or grief and loss. My systemic training taught 
me that when a potential client called complaining of an individual problem, I 
should always ask about their couple and family relationships and look for the 
possibility of involving other family members. Because many of my clients were 
young adults who hadn't yet started families, I suddenly found myself doing a 
great deal of couple therapy. (And as I write this, it occurs to me that sexual 
minority clients are somewhat less likely to have children than heterosexual cli- 
ents; as a systemic therapist working with the GLBT population, I unwittingly 
set myself up to see a great many couples!) After I started taking insurance a year 
or two later, I learned from callers that very few providers on panels mentioned 
“couple therapy” as a service they offered, perhaps a result of the insurance focus 
on the Diagnostic and Statistical Manual of Mental Disorders and its medical model. 
As a result, couples came to be upwards of 60% of my private practice. 

I (SMA) quickly became a practitioner in search of a better theory. I don’t 
think my early work with couples was bad (and I hope my clients would agree)— 
I relied mostly on Bowen intergenerational principles; basic family systems (with 
the feminist critique of circular causality’s limitations and an attention to power 
dynamics); knowledge about the influence of oppression and marginalization; and 
a curious, respectful, collaborative stance with couples. My therapeutic stance, 
then as now, is what I call “the love child of Carl Whitaker and Virginia Satir.” 
I frequently rely on use of self as a therapeutic tool, combined with both a play- 
ful and nurturing attitude with my clients. One could, I think, do much worse. 

The more couples we (SMA and VT) have seen, the more they have taught 
us about how complex their deceptively simple-sounding concerns really are and 
how hard it is to treat each other in a way that is congruent with the desire 
for love, trust, and intimacy they express. As we have listened to tales of lov- 
ers who lash out with words or withdraw into stony silence, driving themselves 
and their partners to tears of rage and frustration again and again, concepts like 
“homeostasis” seem inadequate to help understand why it is so hard for them to 
change. 

One other guide for our early work with couples was the influence of a 
multicultural, social justice perspective, even if it wasn’t specific to couple work 
in particular. We were both familiar with the work of various feminist family 
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therapists (McGoldrick, Anderson, & Walsh, 1991; Walters, Carter, Papp, & 
Silverstein, 1991), who critiqued rigidly gendered family roles and the influence 
of power in relationships, and advocates of multiculturally competent therapy, 
who stressed the way that ethnicity, race, religion, socioeconomic status, and 
other contextual factors always enter the room (Hardy & Laszloffy, 2002). In 
our promotional materials, we both mentioned that we work with GLBT clients 
and “diversity issues”; over time, our practices saw many same-sex couples and a 
significant minority of mixed-race couples as well. The more work we have done 
with them, the more they have validated our belief that all therapy is, to some 
degree, cross-cultural, and that couples are always negotiating their relation- 
ships across boundaries of difference, whether of gender, race, religion, geogra- 
phy, class, or age. We have yet to see any who did not, at times, find themselves 
facing off across a gap of lived experience and expectations. 


STRUCTURE OF THERAPY 


Most of the couples, in our experience, naturally organize their therapy in a way 
that is remarkably consistent with Gottman’s research (1999)—-weekly therapy 
up front, gradually decreasing the frequency of sessions to every other week, 
eventually fading out the therapist via longer and longer gaps between meet- 
ings or a planned therapy “holiday” followed by one or two more meetings to 
consolidate gains. A typical couple might do 3 months of weekly meetings, 
followed by 3 months of biweekly, with one or two concluding sessions; a more 
distressed couple often met weekly for 3 to 4 months, with 4 to 6 months of 
biweekly meetings after. We do not impose this structure on couples, but have 
noticed over time that most of our cases fall into a similar “arc” from the begin- 
ning of work to the therapeutic denouement, if you will. Some couples preferred 
to begin therapy on a biweekly basis because of constraints on money, time, 
or energy. Our feminist/multicultural orientation means that we emphasize to 
clients that as the therapy consumers and the experts on their own lives, they 
are the ones who ultimately dictate the terms of our work together. If asked, we 
will offer “expert” observations that very troubled couples particularly seem to 
benefit from weekly meetings at first, but we have found that allowing the tim- 
ing of sessions to emerge from the couple, rather than from us, results in more 
empowered and invested clients than if we dictate the terms of engagement. 
Some couples seem to be afraid to terminate, unsure that they can go it 
alone without the structure of therapy. In these cases, we validate their fear of 
returning to “the bad old days,” highlight how much they've been able to change 
their patterns in and out of session with less and less help, and offer to meet once 
a month (or even less frequently) until they are “ready to be fired from therapy.” 
Usually we have no more than two monthly meetings before the couple agrees 
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that it’s time to cut the cord, although we always let them know that they are 
welcome to return at any point in the future. A few couples do an initial round 
of therapy for 6 to 9 months, take a break for a year or more, and come back for 
another round that inevitably turns out to be shorter. 


INITIAL CONTACT: RAPHAEL AND AMRITA 


The message on my (SMA) voice mail was from a young-sounding woman who 
had been looking for a couple therapist on her insurance panel. Amrita told 
me that she and her fiancée, Raphael, were having problems and wanted some 
help. When we spoke on the phone to set up the appointment, her story was 
fairly typical—they “fought all the time,” both were “under a lot of stress,” and 
their relationship had gotten to the point that she felt they needed outside help. 
“What does he think about coming to therapy?” I asked. “He thinks it’s kind of 
a waste of time, but he said he’d come,” she told me. As she asked me the usual 
new-client questions about fees, scheduling, and my experience with couples, I 
wondered about their respective ethnicities based on their first and last names, 
but she didn’t raise the issue. My experience is that few clients of color ask 
white therapists about cross-cultural competency, which I believe results from 
the taboo around openly discussing race in the United States, as well as a life- 
time of dealing with white professionals who often don’t handle questions about 
cultural competency well. 

A week later, Raphael flopped indolently onto the couch, critically eyeing 
my artwork, in particular a large, colorful poster of dark-skinned women danc- 
ing. He wore a slightly rumpled black button-down shirt, open at the neck, and 
a flashy watch. Amrita cut a more anxious figure in a muted blue sweater set, 
perched nervously at the other end of the couch. Neither looked very pleased to 
be coming to therapy. 

My first couple session follows a fairly predictable path. After we handle the 
“boring paperwork part of things,” I asked the couple to tell me what brought 
them in, even though we had discussed the presenting problem on the phone. As 
much as any specific content, I want to see how the couple communicates with 
me—whether one person does most of the talking, whether they take turns or 
speak over each other, whether they seem to agree or disagree about the defini- 
tion of the problem. The process of answering my opening questions gives me 
an early sense of the couple’s dynamic—are they a team united against the prob- 
lems plaguing them? Or are they facing off across a battlefield? 


Clearly, one of the central mechanisms of change in couple therapy involves the 
fact that so much of the problem is “in the room,” to be addressed directly. So the 
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therapist’s noticing and observing clinically relevant partner behavior is an invalu- 
able component of the process. 


Question: How much “observing” of the couple’s interaction do you usu- 
ally do? How do you decide (if it’s a conscious process) when 
you have “seen enough” to intervene? And how do you decide 
when you think it best for the partners to speak to you and 
when to speak to each other? 


Raphael spoke first: “Amrita said we should get some help because we fight 
all the time.” “What do you think about that?” I asked him. “I think it’s a waste 
of money. No offense, but I don’t think a therapist is going to tell us anything we 
don’t already know. She just needs to calm down and not get so wound up, and 
she knows it—she’s got to get control of her temper.” He directed the first part of 
his reply to me, and the second to Amrita, both in a confident but not aggressive 
tone. “Well, I appreciate you letting me know up front that you're not sure about 
this therapy thing,” I replied. “I’m glad you're willing to be honest with me.” He 
laughed. “I’m a straightforward guy, and I tell it like it is.” 

I turned to Amrita. She was clearly angry. “How would you describe what's 
brought you here today?” “Raphael likes to think that it’s all my fault, but he 
needs to take part of the blame,” she retorted hotly. “I do have a temper, and 
I get too mad sometimes, but he never wants to admit how much he’s part of 
the problem, too. He teases me and gets me going, and then laughs when I get 
angry.” Tears gathered at the corners of her eyes, whether of sadness or of rage I 
couldn't tell. She described a pattern of quickly escalating fights, usually over a 
trivial disagreement of some kind, that usually culminated with them scream- 
ing at each other. While Raphael sat smirking, she shamefacedly reported that 
they both resorted to name-calling (“He calls me fat, stupid, crazy bitch . . . He 
says no man would want me because I’m crazy, and then he laughs in my face. 
I usually call him an asshole and threaten to leave him, but once I called him 
‘limp dick, and that made him really mad”), and admitted that once or twice a 
month, she would attack him with slaps and fingernails. 

“Does she manage to hurt you when she comes at you physically?” I asked 
Raphael with concern. “Are you kidding? Look at her—I can pick her up with 
one hand,” he scoffed. “She scratched me once or twice but now I can tell when 
she’s gonna come at me, and I just hold her arms until she agrees to behave.” 
“Does he hurt you when he’s holding you?” I asked Amrita. “No, he just makes 
me calm down until I stop acting crazy,” she said. I asked about any other physi- 
cal violence and was assured by both that this was the extent of it, but I made a 
note to myself to later follow up with an individual assessment with both (which, 
in fact, turned up no other violence.) Both agreed that this cycle of escalating 
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combat was unacceptable, but just as in their opening statements, Amrita saw 
the problem as mutual while Raphael laid it squarely at her feet. “I don’t want to 
get so mad,” she said miserably, “but I sometimes feel like he loves making me 
angry.” “You just gotta grow a thicker skin,” he retorted. Both were concerned 
that their increasing anger and hostility was enough of a problem that it had 
caused them to postpone their planned wedding. 


A BRIEF HISTORY 


My (SMA) next step in an initial couple session is to take a brief family history 
from each client, including their family of origin’s cultural, socioeconomic, and 
religious background. My sense was that Amrita was more comfortable talking 
to me than Raphael was, as she had already disclosed her shame over her violent 
outbursts, while he maintained a detached, almost amused posture that revealed 
little about his true feelings. I turned to him first in hopes of engaging him 
more. 

I learned that his family was proudly Italian American, his grandparents 
on both sides having emmigrated as young adults to New Jersey. With relatives 
already established in the United States, they acculturated easily and prospered, 
one grandfather running a lucrative bookkeeping firm while the other became 
a successful physician. Both sides lived comfortably, and by the time their chil- 
dren came along, spoke only English at home although they remained practicing 
Catholics and deeply loyal to “the old country.” 

Raphael saw his parents as having a “dysfunctional” marriage, held together 
only by religious conviction and his lawyer father’s frequent purchases of expen- 
sive jewelry for his mother, whom he idolized. “My dad could be a real jerk,” he 
reported. “If he didn’t like what you were doing, he was quick to lay into you 
until Mom put a stop to it. By the time I got to high school he spent most of his 
time at the office, which was OK by me.” His only other sibling, an older sister, 
was a high school dropout and a source of family stress, but Raphael had “made 
good” by going to law school himself and opening a fledgling firm specializing 
in corporate transactions. His own history was marked by an abortive 3-year 
marriage that “was a mistake from the beginning,” in which “she just used me 
like a checkbook,” but he would elaborate no further other than to say that his 
mother had loved his ex-wife “like her own daughter.” I asked if he still followed 
his family’s Catholic faith; he said he was an “Easter and Christmas type of guy” 
but hid this from his mother, who was more devout. 

Amrita, college-educated but working as a nanny, was the oldest daughter 
of Punjabi immigrants, but her family’s experience in America was radically dif- 
ferent from Raphael’s. Both of her parents became part of the immigrant work- 
ing class in Californias Central Valley, her father putting in long hours at an 
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agricultural plant while her mother worked as an elder-care provider, sometimes 
for 24-hour shifts. With five daughters, the family struggled financially, and 
tensions at home were often high. Amrita and her mother bore the brunt of her 
father’s regular violent outbursts. Amrita vividly described watching her father 
beat her mother until she attacked him herself so her mother could escape. 

She was close with her mother and sisters, but also angry with her mother 
for remaining in an abusive relationship. “He ruled us by terror,’ Amrita said. “I 
never understood why she put up with it—she is so strong, and she taught me 
to be strong, but she never even threatened to leave.” Like Raphael, she had an 
ambivalent relationship with her family’s religious faith, in this case Hinduism. 
Though raised with a Hindu belief system and values, as a young adult she said 
Hindu tradition had become “less important than it used to be,” and she was 
often not very attentive to rules about diet and morality. She also kept this from 
her mother. 

The couple met at a nightclub in Toronto when Raphael was on vacation 
and Amrita was spending a semester at the university there. He approached 
her because he found her attractive, and sparks flew. After a brief courtship, 
Amrita moved to Colorado to be with Raphael. She was finding the transition 
difficult—she spent most of her time at work or home alone when Raphael 
was working long hours and had made few local friends. She was lonely for 
her mother and sisters, and for the Punjabi community she had back home. 
The couple had little community support, spending most of their time at home 
watching movies or going out to trendy bars and clubs where they would spend 
$100 or more on drinks. On these outings, the cost, the alcohol, and their flirta- 
tious behaviors with others all fueled intense arguments. “He gets touchy-feely 
when he drinks,” she complained. “She’s worse!” he countered. I observed that 
the couple didn’t seem to have agreed on their mutual expectations when it came 
to boundaries around the relationship. “What mutual expectations?” Amrita 
asked. “He wants me to be submissive to him, let him be the boss and make all 
the decisions.” “Why shouldnt I make the decisions? It’s my money we're out 
spending!” snapped Raphael. 

The couple had wildly disparate incomes—they agreed that Raphael made 
“probably ten times” what Amrita earned—but they handled their expenses sep- 
arately, each contributing 50% of their bills and paying for their own entertain- 
ment, clothing, and hobbies. Amrita spoke bitterly of having to phone Raphael 
and ask him for money in order to get a manicure, but being criticized for not 
“keeping herself up” if she left her nails natural. “Raphael always wants to go 
out, but I have to ask him to pay my way or I can't afford to go,” she said with 
exasperation. “I feel like a little girl always having to ask my daddy for money. 
And I think he likes it, he likes me having to come to him. He likes holding it 
over me.” Raphael’s expression and body language seemed to confirm her suspi- 
cion—he looked almost satisfied as she spoke. 
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Amrita saw herself as “between two worlds” culturally, with one foot in her 
family’s Punjabi identity and Hindu traditions, and the other in a largely white, 
secular world, especially after moving to Colorado. Her mother was worried 
about her dating a white Catholic and complained that she didn’t think Raphael 
was “a family person.” She knew her father disapproved, but he never expressed 
this directly to her, only through her mother. Amrita said she felt hostility from 
Raphael’s mother at first, whom she saw as loyal to his first wife, but said she had 
“come around” and they got on quite well now—so well that Raphael’s father 
was jealous of how close the two had become. At the same time she felt caught 
between the two men, attempting to mediate their lifelong conflict. Raphael’s 
view was that “we have more in common than not,” and saw no point in focus- 
ing on the topic of culture. “It’s not an issue,” he said, rolling his eyes. “People 
are the same all over.” 


SESSION I, CONTINUED 


As I took the couple’s history, they both softened somewhat. I asked what they 
liked about the relationship, what worked for them; they agreed that most of the 
time they got along, and could really laugh and enjoy each other. Raphael praised 
Amrita for her willingness to cook his favorite foods, keep up with his dry clean- 
ing, and tidy up after his admittedly sloppy habits. “She’s a good woman—she 
spoils me,” he remarked fondly. But it was hard for them to talk about anything 
but the problems, to which they quickly returned. They agreed that screaming 
and yelling was destroying their relationship from the inside out, and that they 
both took part in the mutual verbal combat. They wanted to end the conflict, 
including the screaming and name-calling, and Amrita agreed that she wanted 
to handle her anger without getting physical—in fact, she committed in the first 
session to a “hands-off policy” when she was angry. They both admitted that 
once conflict was joined, they had trouble backing down. Their descriptions of 
their troubles got less polarized. 

Still, the degree of responsibility each was willing to take differed notice- 
ably. “Look, I sometimes can’t resist poking the bear,’ Raphael said with a laugh. 
“She gets mad about the littlest things, and it’s just funny sometimes, you know, 
she gets so upset she’s funny. But she knows I don’t mean those things.” “Are you 
sure she knows that?” I asked him. “Do you think she finds it funny when you 
‘poke the bear’??” He shrugged. “She needs to lighten up.” Amrita looked miser- 
able. “He’s so disrespectful to me,” she protested. 

Toward the end of the session, I asked them to identify specific goals for 
therapy, after confirming that their overall goal was, indeed, to make the rela- 
tionship work. “What would you like to see change? How will we know when 
we're done with therapy?” I asked. Their list was ambitious, though not unreal- 
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istic: end the screaming by learning to fight in a safe, civil way; increase mutual 
respect by ending the name-calling, mocking, and provoking; find a way to 
admit when they were wrong and apologize with honor; increase trust; agree to 
disagree and let things go; and get “a sense of perspective” rather than making 
every difference a battleground. As I wrapped up the list, Amrita added a goal 
of her own: “I want to talk about his treatment of women,” she said. “I want him 
to understand how he comes off to me.” Surprisingly, Raphael didn’t argue with 
her, didn’t even comment with a sigh or eye-roll. I loaned them a copy of Gott- 
man’s Why Marriages Succeed or Fail (1994) and suggested that they look through 
some of the self-evaluations in it for next time. 

My perspective on this couple was informed by a family systems, intergen- 
erational, and feminist/social justice perspective. For example, I suspected that 
Amrita’s occasional violence had its origins in her experiences with her violent 
father. And I suspected that Raphael’s “pokes” at Amrita were much closer to his 
father’s habit of “laying into you” than friendly banter—I detected an undertone 
of aggression and contempt in his “playful” description of his role. Their habitual 
ways of relating to each other seemed to reflect patterns from their families of 
origin and were likely to be habitual ways of managing anxiety and lack of dif- 
ferentiation. 

I was particularly concerned about issues of power in this couple, especially 
their dynamics around gender, money, and culture. 


Truth be told, female therapists are, on average, probably more sensitive to/tuned 
into implicit relational themes involving gender and culture than male therapists. 


Question: Female readers: How do you guard against or take action to 
deal with tense moments in couple therapy when a male part- 
ner may be starting to feel “ganged up on” by you and his female 
partner, especially when talking about matters of cultural con- 
ditioning about gender? Male readers: What do you do or can 
you do to be better able to notice and address subtle, disguised 


|“ 


gender themes in working with couples? 


It was clear that Amrita felt their current unequal financial arrangement was 
deeply unfair, which fed her anger and resentment at Raphael. It was also clear 
that Raphael was very invested in the status quo. Although Amrita’s low-level 
violence was a concern that was easy to identify, there was a covert dynamic of 
power and control that benefited him enormously, and he readily admitted that 
at times he provoked her into rage in a way that was almost frivolous or amusing 
to him. However, I suspected that while the advantages of their current arrange- 
ment were obvious to him, there were “hidden costs” that undermined his ability 
to have an intimate, trusting relationship with his female partner (Rampage, 


290 CLINICAL CASEBOOK OF COUPLE THERAPY 


2002), a need that he was currently reluctant to acknowledge. Attending to “the 
costs that privilege [has} exacted from men” (Rampage, 2002, p. 537) is a com- 
mon feminist approach to the problem of maintaining an alliance with men in 
heterosexual couples, so I made a note to myself to foreground these concerns as 
a way of opening up conversations about gender and power. 

I was certain that the influences of culture in this relationship were more 
significant than either partner acknowledged. Amrita, I guessed, would be more 
willing to talk about their ethnic and religious backgrounds than Raphael, who 
seemed to see discussing their differences as irrelevant at best, possibly even 
threatening. I wondered how each person’s family of origin really felt about their 
cross-cultural relationship, and how Punjabi and Italian cultures influenced the 
couple’s expectations of what love, intimacy, gender roles, and marriage should 
be like. I was also aware that the balance of power in their relationship, with 
Raphael controlling most of the money and decision making, reflected the his- 
toric dominant—submissive relationship between whites and people of color (and, 
indeed, between men and women in the United States as well as in India and 
Italy). I was concerned about what appeared to be some “rigid asymmetry” in 
the relationship (Hardy & Laszloffy, 2002), and how this might be reinforcing 
their distress while preventing them from changing the relationship in ways that 
would be more satisfying to both. 

I wasn’t sure whether this couple would make it. In the next few sessions, it 
became clear that identifying Amrita’s concerns about the relationship seemed 
to have raised doubts for her about whether this could be the kind of relation- 
ship she wanted, although she wanted to give it a try. Raphael appeared to be 
comfortable with the structural inequalities of their current arrangement, and I 
suspected that encouraging him to see the benefit to the relationship in giving 
up some of the inequality would be an uphill battle, but one that was necessary 
if they were to continue as a couple. 


SESSION 2 


Amrita and Raphael came to therapy reporting that the previous week had 
been better—they still fought, but they did so safely, without any violence. “She 
didn’t yell so much, either,” reported Raphael. “But I still went to bed mad and 
got up mad.” “But he came to me to make up when he got home from work,” 
Amrita added, apparently pleased with this development. The topic of the fight, 
who would pay for a dress that Amrita wanted to wear to a party for Raphael’s 
mother, touched directly on the unequal distribution of power in the relation- 
ship. Amrita felt pressured to wear something new for the occasion, but had no 
money in her account to go shopping. According to her, she asked Raphael if he 
could pay for it, and he replied that he would, but “if I do, you better appreciate 
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me more.” She was insulted and hurt, particularly, she said, because he had taken 
money out of her account the week before without her permission. 

I asked Raphael if he could clarify his remark. “She needs to ask me whether 
Tl buy something for her, not tell me to buy it.” I observed that he felt used 
by his first wife, who didn’t work and expected him to maintain an expensive 
lifestyle, and he agreed that it upset him to feel that he was “just a paycheck.” 
“Tt seems like it hurts you,” I reflected, and he agreed. 

At this, Amrita began to cry. “He says that every day— You don’t treat me 
right, you don’t appreciate me, you're not loving.’” Raphael laughed, and I asked 
him what was funny. “There she goes getting upset again. She takes things so 
seriously—I'm just kidding with that stuff. She should just tell me to shut my 
big mouth.” 


Continuing on the theme addressed in the previous question: Here, the therapist 
has clearly gotten behind Raphael’s machismo defenses and exposed his vulner- 
ability (in an empathic manner). And he is now vulnerable in the presence of two 
women. 


Question: If you were the supervisor of a female therapist in this situation, 
what would you suggest to her to help her keep Raphael feeling 
safe enough to be willing to continue in couple therapy since his 
feeling so vulnerable so early in therapy could easily lead to his 
dropping out? 


I moved my chair closer to him and asked him what it was like to see 
his partner in tears over his “kidding” comments. His tone softened, and he 
admitted he didn’t often give her credit for being a good girlfriend. “I get too 
emotional—lI focus on what she’s doing wrong rather than what she does that 
I like.” Nervous at this admission, he tried to backtrack, claiming that Amrita 
made too much of his offhand comments, but I pointed out to him her obvious 
distress—clearly what he said had the power to seriously hurt and even frighten 
her. “You say, ‘Be good to me, or else.’ Or else what?” I asked. “Or else nothing,” 
he said. “I’m just spouting off.” 

“Or else he'll leave,” said Amrita through more tears. “Do you hear how 
afraid she is?” I asked Raphael. “How scary it is for her that you might leave 
her?” “I’m not leaving. Let’s move on,” he said brusquely. I decided to back off 
on the emotional intensity, since it seemed he wasn’t ready to go there quite 
yet, so instead I observed that several times, he had said he wanted Amrita to 
be “tougher” or stronger, to stand up to what he thought of as his teasing. He 
agreed. “You know, she’s grown up seeing what happened when her mother 
stood up to her father,” I remarked. “What does that have to do with me?” he 
asked. “Well, I’m guessing that Amrita learned that it isn’t safe to stand up for 
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herself, except when she’s so angry that she doesn’t care what happens to her,” I 
suggested. “Maybe it would be great if she could learn to be stronger with you, 
and to tell you to back off when your kidding is too rough, but I think she’d 
have to really trust you in order to do that. And right now, she doesn’t seem to 
think that’s safe.” “It’s true,” he said. “I can be kind of a pain in the ass.” 

“You're not always a pain in the ass,” said Amrita as she wiped her eyes. 
She talked for a while about Raphael’s “softer side,” the one she fell in love with. 
“When we can just talk about things, I do feel safe with you. But then you go 
and say something mean, and that softness goes away.” “And you get hurt and 
scared, and you cover it up with anger and yelling,” I suggested. She nodded. 
“And he takes off, and I don’t know when or if he’ll come back.” “And you'll do 
anything to keep him from walking out that door, even attack him if that’s what 
it takes to keep him from shutting you out.” 

Raphael looked thoughtful. “I guess I never saw it like that.” “Standing up 
to you when you're being ‘a pain in the ass’ makes Amrita vulnerable,” I said. 
“And this relationship has to feel safer for that to happen.” “Well, I don’t want a 
relationship based on a bunch of BS,” he argued. I pointed out that there was a 
difference between a relationship that was honest and intimate, versus one where 
he just said whatever came into his head even if it might be hurtful. And if he 
didn’t want Amrita to hide her true feelings from him, she had to know that she 
could share them without getting “whacked”—laughed at or criticized. 

By the end of the session, the couple was sitting closer together on the 
couch, and Amrita was talking to Raphael directly about her concerns over the 
financial imbalance. When he began to shut her down, I encouraged her to vali- 
date his hurt and anger over feeling taken advantage of by women in the past. 
“Tt’s hard,” she complained. “I don’t want to see it from his perspective.” All three 
of us laughed at her honesty. Once she validated him, I helped him acknowledge 
her frustration and shame at having to go to him for money, and how vulnerable 
it made her to not have resources of her own. He did more parroting of my words 
than genuine reflecting, but his earlier resistance was nearly absent. “This feels 
a lot better,’ said Amrita at the end of the session. “How is it for you?” I asked 
Raphael. “It’s not my natural way, but I can tell she likes it,” he allowed. 

Thinking about the session, I decided that acting on my hypothesis had 
paid some dividends. Raphael’s domineering and brusque style was getting in 
the way of what he wanted—a relationship of equals, where the two could spar 
without hurting each other and disagree without exploding. And the “men earn 
it, women spend it” paradigm left him feeling used and taken advantage of. 
Acknowledging these disadvantages to the gender roles the couple was playing 
out got him interested in changing the relationship’s structure, while also laying 
some groundwork for improving Amrita’s position and creating a safer, more 
respectful relationship between them. 
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Ten days later, they reported more improvement. A death in Raphael’s family 
had delayed their appointment, but Raphael came in reporting how supportive 
Amrita had been for him and his parents, complimenting her on being “sensi- 
tive and loving,” which made her beam with pleasure. Although there had been 
some disagreements, the two were working on taking time-outs to self-soothe 
when they felt tensions getting high, although they were better at recognizing 
when the other person was escalating than they were at acknowledging their 
own negativity. “But were getting better,” said Amrita. “Even Raphael—he’s 
listening to me more, instead of trying to just tell me what to do when I have a 
problem.” 

‘Tm trying not to be Mr. Fix-it and just get on her case,” he agreed. “But I 
haven't even been trying that hard—it’s just easier to be there for her when she’s 
not so mad.” I observed that she seemed to feel more valued by him, and sug- 
gested perhaps that helped her to be more inviting. Raphael was skeptical—he 
was more interested in talking about Amrita’s changes than his own. But after 
reviewing how much he liked her softer tone and her less explosive way of han- 
dling anger, I broached the subject again. “It sounds like you're really pleased 
with her efforts, but I'd like to see you get some credit, too,’ I said. “Today 
you seem gentler and friendlier toward her, even when she says the two of you 
still have work to do. You seem to be taking her more seriously as a person, 
and it sounds like she’s noticed that at home too, and she likes it.” “I guess,” he 
replied. 

Amrita commented that they were able to be more lighthearted at home, 
even when there was a disagreement. “We're not so dead serious about every- 
thing.” “Do you think Raphael could be serious with you if you needed to talk 
in a more serious way, without it turning into an argument?” I asked. She wasn’t 
sure, but indicated that’s what she wanted from the relationship—to be able to 
tackle tough issues head-on while feeling as connected as they felt when they 
were more playful. “What do you think, Raphael,” I asked him, “does that 
sound like the ‘no-BS’ relationship you said you wanted?” He agreed it did. He 
said he was willing to have Amrita bring up a more difficult issue in session to 
see if they could work on it with my help. 

Hesitantly at first, then more directly, Amrita talked about being unhappy 
with their financial arrangements. Raphael had recently asked her about her 
spending in a way that felt very aggressive, “like he was grilling me for informa- 
tion,” she said. “I feel like you want to check on me all the time,” she said to him. 
“Like you want me to feel like I’m not my own person, so I have to account for 
myself and every dollar I spend.” Raphael sat quietly while she talked about how 
she disliked feeling controlled by him, as if he saw her as untrustworthy, with 
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none of the eye-rolling or laughter he showed in previous sessions. When she 
finished, I asked if he could validate what she'd said before giving his response, 
and he did so in a way that seemed genuine, if not very deep. “I get that you're 
upset,” he began. “Look, I forgot that we had already transferred money for the 
rent, and I just wanted to find out where we were at. I didn’t think you were 
being untrustworthy.” Amrita pushed back, challenging him about his tone dur- 
ing the conversation. “You came off really harsh. You could have just asked me, 
‘Did you pay me for the rent?’ but instead you barked at me, ‘How much money 
do you have left?’ like I was your teenage daughter coming home from the mall!” 
I waited for him to criticize her for being sensitive, but instead he backed down. 
“I didn’t mean to. It came out wrong.” 

His lack of defensiveness seemed to embolden Amrita further. “OK, maybe, 
but it’s not just that one conversation,” she went on. “You have this double stan- 
dard. You say you want us to save up for the future, pinch our pennies, but then 
you want to go do expensive things, you want me to wear new clothes all the 
time. So I have to ask you to pay, and it’s like you like me being dependent on 
you so you can tell me to be grateful. You say we should pay off our school debts 
so we can have a secure future, but the only loans we pay off are yours. You 
make ten times the money I do, but I have to pay half the bills, and I always pay 
my share, but you always act like I’m going to stiff you.” “You sound afraid and 
hurt,” I observed. “What are you afraid of?” “I’m afraid . . . afraid that this is the 
kind of marriage he wants. With me dependent on him, to keep me from leaving 
him.” Tears came but she blinked them back. 

“What’s it like for you to hear her say that?” I asked Raphael. “She's afraid 
you want her to be dependent on you, so you can keep her close. Is that what you 
want?” “No, it’s not,” he replied. “I want her to be strong. I don’t want to keep 
her if she doesn’t want to be with me.” He looked worried, and Amrita reached 
out to him. “I do want to be with you, but I want to be able to be independent.” 
He made a face—not of contempt, but something else I couldn't quite iden- 
tify. “What does ‘independent’ mean to you, Amrita?” I asked. “It means that 
we're two people who are equal,” she said. “It means that after we take care of 
our financial obligations, I can make my own choices, and he'll respect them.” 
“I just worry you'll do things you can’t afford,” Raphael responded. “And you 
worry you'll be left holding the bag?” I asked. He agreed. “Just like with your 
first wife?” He nodded. “I’m not your first wife,” said Amrita. “That’s not who I 
am. My parents didn’t raise me like that.” “I know,” he admitted. “You're a good 
girl.” 

We talked for a while about the messages they got from their parents about 
work, gender, money, and marriages, which I suspected were related to the racial 
and cultural “context and templates” (Lee, 2008) that were present for both part- 
ners, if unacknowledged. As the child of immigrant parents, Amrita was taught 
that everyone had to work hard in order to keep the family afloat. While the 
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women in the family were expected to fulfill gendered duties like cleaning and 
cooking, they all also held down jobs, and the daughters worked to succeed in 
school in order to be able to leave behind their parents’ blue-collar labor. As the 
oldest daughter in a family with no sons, working as a nanny was something of 
a disappointment to her parents, who wanted to see her pursue a better-paying 
field, but at least she was employed. She had also seen the disastrous results of 
her father’s total control over the family finances: her mother’s inability to leave 
a violent marriage. 

Raphael’s Italian family, in contrast, preferred more separate spheres for men 
and women. Most of the women in his mother’s generation were homemakers, as 
were his cousins’ wives. He felt great pressure to live up to the white-collar stan- 
dards set by previous generations of men, and to demonstrate to his family that 
he and his fiancée were living “a good life.” But the expectation that he would 
be the sole provider clearly chafed at him, and he felt himself drawn to Amrita 
because she didn’t fit the mold of a dependent, materialistic woman. While his 
attitudes toward her could seem paternalistic, he liked that she wanted a career 
and income of her own. As we talked, I observed that he seemed caught between 
two competing preferences—on the one hand, he liked to feel taken care of by 
her, just as his mother cared for his father; on the other hand, he prized her inde- 
pendence and strength even as he found them frustrating and even threatening 
at times. “It’s almost like you're stuck between two generations—you don’t want 
your father’s marriage, but you're not too sure about this new-fangled women’s 
liberation thing either,” I joked. “Ain't that the truth,” Raphael replied with a 
laugh. Amrita looked pleased at the fact that I’d pointed out this covert incon- 
sistency. 

“Have the two of you ever talked about these things before?” I asked. “Not 
really,” Amrita replied. “I guess we thought we had so much in common that the 
differences didn’t matter.” “I just see us as people,” said Raphael. As a white cli- 
nician, I didn’t want to push the culture angle too hard and make it my agenda, 
but I knew that interracial couples often minimize their differences as a coping 
strategy (Killian, 2003). While this might have benefits for the couple’s survival 
in a racist world, denying their cultural connections could also take a toll on 
their well-being and could mask the culturally related dynamics of their conflict, 
causing them to blame themselves and each other for their unresolved problems. 
In this case, both partners’ families had traditional views of gender. Amrita’s 
struggle seemed to be that she wanted to push back against her culture’s gender 
message, but a cross-cultural relationship, rather than helping her expand her 
role, was putting her right back where she least wanted to be: caretaking for a 
man. 

The conversation about culture seemed to embolden Amrita to bring up 
another subject: an upcoming visit from her mother. Raphael had offered to pay 
for some outings for the three of them, and Amrita wanted him to promise that 
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he wouldn’t hold it against her. “OK, I promise,” he replied. “But will you prom- 
ise not to get mad that it’ll be a tight month other than that?” Amrita readily 
agreed. “It’s hard for either of you to believe there won't be some cost down the 
road, isn’t it?” I observed. “We're always waiting for the catch,” replied Amrita. 

Nervously, she brought up her other concern: she wanted them to curb 
displays of affection and intimacy while her mother was around. “I want us to 
be respectful of her,’ she said. “No kissing on the lips, no getting frisky. We 
can hold hands and you can kiss me on the cheek, but that’s it.” Raphael looked 
annoyed, but he said he was willing to respect this boundary. “You're willing 
to give up something you like, being close to your fiancée, because her mother 
is important to her,” I reflected. “I guess so,” he said. “Just like your mother is 
important to you,” I emphasized. “Yeah, yeah,” he replied, waving me off with a 
laugh. “Sorry, am I too pushy?” I joked. “You're too smart for your own good,” 
he replied, leaving me reflecting on what this comment might suggest about our 
therapeutic relationship. 


SESSION 4 


The following week began on a more difficult note. The couple had had a rough 
weekend, one in which Raphael said Amrita was “making scenes, picking fights.” 
“You were just as bad,” she retorted, and the next several minutes of the session 
degenerated into a confused attempt to convince me that the other person was 
clearly at fault. I sat back to let them do their dance for a while, noticing their 
pattern of her attacking and interrupting, him rolling his eyes in contempt and 
raising his voice to talk over her, an endless, frustrating loop. Each blamed the 
other for “ruining the night” in question. 

I made a few attempts to redirect them, but they were having none of it. 
Since they seemed in no danger of escalating to the point of being dangerous, I 
opted not to take a firmer stand until they were ready to get off the argument 
merry-go-round. Finally they started to wind down a bit. “It must be frustrating 
for you guys,” I observed when I could get a word in edgewise. “You've had a few 
weeks of improvement, and now you've had this setback.” They agreed. “What 
do you think happened?” I asked. “Once we get going, neither one of us can back 
down,” said Amrita. “We both want to be right, and we can be jerks about it,” 
Raphael agreed. 

Our discussion turned to how a couple might back up or reconcile once 
conflict began, something they both agreed they were unskilled at. “What’s so 
hard about backing off?” I asked. “Once we're arguing, sometimes I want to slow 
things down,” said Amrita. “But I can’t trust that he’ll back off, too. I feel like 
I have to keep yelling, or he’ll just run me over.” “So it’s not safe to show him 
your softer feelings, just your angry ones?” “Exactly. I can’t tell him “You really 
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hurt my feelings’ or “You're scaring me’ or ‘Can we just let this go and make up?’ 
I have to keep fighting.” 

“Look, you can tell me if youre unhappy,” replied Raphael. “Just tell me! 
Just tell me what you're feeling instead of yelling it at me!” “Do you hear how 
she’s afraid of being ‘run over’ by you?” I asked him. “Do you know why she feels 
that way?” “No!” he replied, exasperated. I asked Amrita if she could explain it 
to him. “Not when he’s upset,” she said. “I’ve tried and he doesn’t listen.” I asked 
if I had her permission to try to tell him in my words, and whether she would 
correct me if I got something wrong; she agreed. 


Therapist passivity in working with couples is usually quite problematic, and 
couples in such therapy situations often think, “Hey, we can do this (fight) at home 
by ourselves; what’s the point of being here?” 


Question: Note that, despite not speaking much for the moment, the ther- 
apist here was not really “being passive.” She was being overtly 
inactive for a purpose. What was her purpose? How might the 
couple actually benefit by the therapist’s apparent passivity? 


I spoke to Raphael about my guess: that for Amrita, a woman of color from 
an abusive family background, his intensity could be quite frightening. “I’m not 
trying to scare her!” “That may not be your intent, but consider what she saw 
all her life growing up: when her father got angry enough, he would hurt her 
and her mother,” I said softly. “So she’s giving you the message: back off, you 
can't scare me, don’t push me too hard or I'll give it right back to you, I won't be 
pushed around by you, and I won't let you turn into my father.” “That shouldn't 
matter any more. It’s over,” he scoffed. “So, it’s pretty hard for you to think that 
when you two fight, she’s not just fighting with you—she’s fighting with her 
memory of her father, too,” I reflected. “I’m not him!” he objected. “I didn’t hit 
her; I’ve never hit a woman. My mother would kill me if I hit a woman. But she 
treats me like I’m her father.” “It feels unfair to you,” I reflected. “And it would 
be better if she could just get over it, just change, so she wouldn't think of you 
like she thinks of her father.” Raphael agreed. “What if change doesn’t happen so 
fast?” I asked. “What if she needs time to trust you? What if you need to show 
her that you're trustworthy before she can let go of her fear?” “I don’t know,” he 
said. “You have an opportunity here,” I said. “Amrita has grown up with one 
view of men—angry, violent, dangerous. You have the chance to show her that 
men can be different, that you aren't that kind of man. But you can’t gain her 
trust by yelling at her, you have to share that softer part with her,” I urged him 
gently. 

His response surprised me. “Women don’t want to trust anybody. They just 
want to boss you around and make you feel guilty over everything. They like 
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being bitches.” Amrita, who had been sitting quietly with a softer look on her 
face, looked like she had been slapped. “What do you think it’s like for your fian- 
cée to hear you say that?” I asked. “I have no idea what she thinks,” he retorted. 
“Well, what do you think it would be like for any woman to hear the man she 
loves say that women ‘just want to be bitches?” He shrugged. “Well, you know 
women, you talk to women sometimes . . . ” I started, but he interrupted me. “I 
try not to,” he asserted with a smirk. 

I sat back in my chair. I imagine my face registered some of the shock I 
felt, and I needed a moment to think about how to proceed. Finally, I opted for 
self-disclosure. “So, it’s really hard for me to hear you say that,” I told him. “I’m 
a woman, too, and when you say that, you're talking about me. And yet every 
week you come here for help with your relationship, you pay for my time, you 
seem to like what I have to offer, so I don’t get it. You say you love Amrita, you 
want to marry her; you want her to trust you enough to be strong with you. You 
love your mother; you think the world of her. And we're all women. So what’s 
going on with that comment? If I pissed you off, just tell me ‘Hey, you pissed 
me off, don’t take a swipe at every other woman in the world while you're at it.” 
“You didn’t piss me off,” he said. “Then what?” “I don’t know. I’m just running 
my mouth.” “Well, do you want to talk about what it’s like for you to have me 
as a therapist? To have me challenge you like this?” “No, youre OK,” he said. “I 
don’t have a problem with you.” 

“When you talk like this, I don’t know how we can ever get married,” 
injected Amrita, her anger obvious in her tone and her face. “You don’t respect 
women, and you don’t respect me. You're not just running your mouth—that’s 
how you really feel, and you never let me forget it!” “I don’t know, Amrita,” I 
replied, mindful that it wouldn't be helpful to take sides. “It seems like Raphael 
really values some of the women in his life, including you—you've said you felt 
more respected the past few weeks. I didn’t like his comment either, but I don’t 
think that’s the whole picture. Maybe it’s like the issue over work and money— 
he’s a product of his family’s culture, where men arent very encouraged to see 
women as equals, but he’s also a product of our generation, where men and 
women are expected to be friends and colleagues and companions. Maybe this is 
another one of those gaps for him, where he’s trying to find his place.” Raphael 
looked grateful. Amrita just looked angry. “I’m not marrying someone who dis- 
respects women,” she stated, and the session was over. 

This session bothered me because it was such a change from our previous 
meetings, and it seemed to end badly for all three of us. I thought Amrita and 
Raphael had been doing well in their tentative search for mutuality, and I wasn’t 
surprised that they’d had a setback—the systemic principle of homeostasis is 
tough to overcome at the best of times. It had seemed as though framing their 
struggle as one with change, rather than with each other, was helping both of 
them to move toward accountability and a less polarized stance. The risk Amrita 
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took, of sharing how her arguments with Raphael triggered feelings about her 
father’s violence, seemed a prime opportunity to reach out for Raphael’s empathy 
and what I sincerely believed was his desire to be a good partner to her, and to 
overcome legacies of the past. I was unprepared for the openly contemptuous 
comment about women, uncertain of how our therapeutic relationship could 
move forward, and worried that I’d made a terrible miscalculation. 

At the same time, I was impressed with Amrita’s self-advocacy. Our previ- 
ous conversations often suggested that she felt guilty and responsible for the 
discord in her relationship, even though she sometimes objected to Raphael’s 
domineering behaviors. Equating relationship distress with women’s personal 
failure was, I suspected, a cultural message even more deeply ingrained in her 
South Asian family’s culture than in the dominant American discourse (Rastogi, 
2008). Her flat declaration of her “bottom line,” that she would not tolerate a 
husband disrespectful of women, cut across gender and culture messages and 
showed that there were limits to how much she would compromise in order to 
keep the relationship intact. But I was once again worried about whether their 
original goal of preserving the relationship was really one we could achieve. 


SESSION 5 


A week later, they were back. Their weekend was “miserable.” They were fight- 
ing about everything—trelocating Raphael’s office, travel they each wanted to do, 
flirtatious behavior on their last evening out, money . . . I kept trying to reflect 
their underlying process, which I termed “mutual assured destruction” in a nod 
to Cold War politics (and an attempt to lighten the mood a bit) but they were 
locked in a series of content-based battles. If one of them was miserable, they 
were determined the other would be miserable, too. At least they were united in 
their suffering, I thought. 

They rebuffed my validations and argued with my challenges. “I trust 
her!” insisted Raphael, while telling the story of looking through Amrita’s 
bank account online for evidence of misspent money. “He was the one who was 
stressed out and yelling!” accused Amrita, just after admitting she’d thrown a 
sack of burgers across the room when he complained she didn’t get his order 
right. The relationship seemed about to disintegrate in front of my eyes. “Forget 
getting married; I should just put my energy into going to grad school,” snapped 
Amrita. “Fine, go to grad school, I don’t care, but I’m not paying for it!” Raphael 
retorted. 

I felt like the worst therapist in the history of therapists—here was this 
couple who had made tentative progress, nearly at each others’ throats in the 
therapy session, and I felt powerless to stop them. I felt as much at the end of my 
rope as I imagine they did. Finally, I resorted to a tactic I had used only once 
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before: I got up and walked out of the session. “You two seem determined to 
battle with each other today,’ I told them as calmly as I could manage. “And you 
don’t need me for that—you're experts at it already. I’m going to be out in the 
waiting room. If you need me for something, let me know.” As I closed the door 
behind me, their voices were still raised. 


| (A.S.G.) once watched a college soccer game in which one team had been playing 
truly horribly the entire first half. At the halftime whistle, the coach gathered all his 
players around him, as he always did at halftime, looked around at each of them 
for a moment and then, without saying a word, walked off the field and sat in the 
bleachers. 


Question: What were the coach and the therapist up to? What is the most 
unusual/unorthodox thing you have ever done when working 
with a couple? 


Several minutes later, the door opened. “We're tired of fighting,” said 
Raphael. “Will you come back in?” I took my seat, noting Amrita’s face was 
streaked with tears. Raphael looked deeply troubled. We sat for a few moments 
in silence as I waited for one of them to speak; finally Amrita spoke up, address- 
ing her comments to Raphael rather than to me. “We talk things to death on 
our own and nothing changes. I’m tired of talking. I need space to think. I need 
to talk about things differently. I don’t want to live like this any more. I want to 
get out of the house more. I want to have my own friends and interests. I don’t 
want to depend on you to make me feel happy.” I waited silently to see how her 
partner would respond. 

“I don’t like it when you're unhappy,” he told Amrita. “I don’t like it when 
we fight. I want things to change . . . and it’s easier for me to tell you how to 
change, but I know I have to change, too. I’m just gruff sometimes, and it’s no 
good. The fighting, it has to stop.” I looked to see how Amrita was receiving this 
rather tentative admission of responsibility, and saw that she was reaching for 
his hand. “I’m sorry I was so miserable this weekend.” “I’m sorry I yelled at you 
about the hamburgers, and blamed the weekend on you being in a bad mood. 
We were both in a bad mood,” said Raphael. 

I was quiet a bit longer as they sat together, holding hands. “How does 
this feel?” I asked them finally. “Better,” they both replied. “Then let’s talk 
about what’s underneath all the hamburgers and bank accounts and arguments. 
Because I think at the bottom, what it all boils down to is that you're both terri- 
fied that the other person doesn’t truly love and respect you, that you don’t have 
a place in their heart, that it doesn’t feel safe.” They nodded, and we spent the 
rest of the session working on acknowledging the feelings that were too vulner- 
able to talk about directly while I helped them witness and validate each other. 
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I decided maybe I wasn’t the worst couple therapist in the world, though I still 
wasn’t sure what I could do in the future to keep a session from going so far off 
the rails. 


SESSION 6 


The next week, they came in upset again—they’d had a good weekend but spent 
the previous evening in a fight over household chores. Amrita had spent her day 
off cleaning the house, so when Raphael came home, tossed his shoes in the 
middle of the floor, and asked, “What’s for dinner?” she was furious. “I’ve been 
doing your chores because you've had to work late on a big case, which I under- 
stand,” she said to him. “But do you have to treat me like I’m the maid? Like 
you expect me to run over and pick up your shoes after you?” I knew we were 
headed in a different direction than the previous week when Raphael laughed, 
but with embarrassment rather than contempt. “It’s true, I kind of expected you 
to take care of it,” he admitted. 

We talked for a while about how he developed such an expectation—living 
at home, unsurprisingly—and he acknowledged that when Amrita cleaned up 
after him, he felt cared for and loved. “You used to be better about doing your 
part!” she objected. “Yeah, I was kind of faking it, and hoping youd take over,” 
he acknowledged. Amrita told him she had no intent of working a “second shift” 
her whole life: “I saw my mother live that life and it broke her body and her 
spirit. If that’s what you want, to be treated like a baby, you need to find another 
woman.” 

Raphael looked almost ashamed. “I don’t want to be like a baby,” he said. I 
observed that Amrita was unlikely to find herself very sexually attracted to him 
if she felt like she was his mother. “I know, I know,” he said. “I know it isn’t like 
my parents used to be—and I know my dad took advantage of my mom doing 
every little thing for him. But it showed how much she loved him.” We talked 
about other ways Amrita showed love and caring, but he kept returning to the 
model of his parents. “But you don’t want to treat Amrita like your father treated 
your mother,” I replied. “Or like her dad treated her mom.” He agreed he didn’t, 
and surprised both Amrita and me by admitting that he was afraid that if he 
did some things for himself, he’d eventually have to do everything—he would 
wind up the caretaker for Amrita, a job he would not only resent but would have 
no idea how to do. 

“That’s not what I want,’ Amrita told him. “I know. I didn’t say it was a 
rational fear,” he replied, smiling. “Look, I get why you don’t want to baby me. 
Can you just tell me what you want me to do, instead of yelling at me when I 
don’t do it?” She looked surprised. “It’s OK if I say, ‘Hey pick up your shoes’?” 
she asked uncertainly. “Yeah, just tell me to do it!” I asked Amrita if she felt safe 
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enough to push him in this way, given their history of explosive conflict. She 
said she did. “I know he’s not like my father. He’s not going to turn on me if I 
tell him to put his socks in the hamper.” I expressed my concern that policing 
Raphael’s behavior was just another kind of chore to do, but Raphael explained, 
“I don’t think she should chase me around forever. I’m just not in the habit of 
doing things for myself. If she’ll bring my attention to it, I'll learn to do it for 
myself.” And since his answer seemed to please and satisfy Amrita, I decided to 
chalk it up as progress. “You know, I’m writing this conversation down,” I teased 
him. “If youre back here in two months, angry because Amrita told you that 
dinner was your job last night, I’m going to read this back to you!” “That's fair,” 
he laughed. 


Earlier the therapist spoke to Raphael about “this new-fangled women’s liberation 
thing,” and to both the partners about their “mutual assured destruction” process. 
Here, she once again skillfully calls upon humor for therapeutic purposes. 


Question: Do you use humor in working with couples? For what reasons? 
When is it appropriate to use humor in working with couples? 
What risks does using humor carry with it? 


SESSION 7 


We had a 2-week gap between sessions because Amrita’s mother and sister finally 
had their planned visit. Initially, the couple said the visit went well, although 
Amrita complained that Raphael was “testing limits” with her the whole time, 
particularly about displays of physical affection. “We set some ground rules, 
but he had a temper about it all weekend, every time I wouldn't kiss him,” she 
complained. Raphael admitted she was right, but reported that “we were all 
tired and cranky at times. But it wasn’t the end of the world. We managed not 
to get ina fight.” I tried to get them to talk about how they successfully avoided 
a blow-up, and asked about what went well, when Amrita suddenly started to 
cry. 

“Tm trying to be nice about it, but I felt sad and lonely all weekend,” she 
sobbed. “I felt like you disrespected me! You told my mom I eat beef—you 
ratted me out and she got so mad at me!” I reflected that she seemed to feel 
like her privacy was violated. “I can’t trust him with anything.” Raphael looked 
surprised. “I didn’t realize it was such a big deal. I was just trying to tease you a 
little.” “I told you how important it was!” she replied. “As usual, you didn’t listen 
to me! You thought I was just making a big deal out of nothing. How can I trust 
you when you won't even listen to what I say?” 
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“I guess . . . this is one of those culture things we're not good at talking 
about,” he said slowly. I asked how it felt to hear that she didn’t trust him. “I feel 
bad,” he said. “I feel like I’m always screwing it up—if I show her she can trust 
me in one way, I do something else to upset her. Nothing I do helps.” I reflected 
how trapped he seemed to feel, certain that Amrita’s displeasure was inevitable. 
He seemed to feel like he didn’t know how to be a good partner to her. “I can't 
seem to make her happy,” he agreed miserably. 

“Of course I’m not happy,” Amrita replied. “Everything has to be your way, 
you're the only person who matters, and I’m not going to bottle up my feelings 
about it anymore.” “I don’t know how to do what you want!” Raphael said. “Stop 
being so self-centered!” Amrita told him. “I don’t know how to do that!” he 
replied, looking more vulnerable than I'd ever seen him in session. “I thought 
things went OK with your mom!” “And what's it like to find out that she was 
unhappy with you about how you acted?” I asked. “It feels awful! I feel like I’m 
no good for her. Maybe we shouldn't be together after all.” 

His resigned words hung in the silence. Tears ran down Amrita’s face, and 
Raphael looked near tears himself. “What would you lose if you lost each other?” 
I asked gently. “Nothing,” Amrita said, stung by his suggestion of a break-up. 
‘Td be miserable but I’d survive. He’d just replace me.” “I wouldn't replace you,” 
said Raphael. “Would you miss her?” I asked. He agreed he would, but Amrita 
wouldn't even look at him. 

I felt as if a terrible gulf had opened up in the room. I asked what they 
wanted to do at this point, but neither had an answer. Tentatively, we worked 
out a plan in which Raphael would go to a hotel for the night, promising that he 
would not go out and drink or flirt with any women as Amrita feared he would. 
Raphael feared he would come home the next day to find Amrita gone, and she 
couldn't promise him this would not be the case. I asked them to consider the 
following questions: First, were they at their limit with this relationship, or just 
near it? Second, if they were at the limit, what were the options? And third, if 
they weren't at their limit, what would they each need to have change in order 
for the relationship to work—what changes were essential? 

They declined to make another appointment, saying they both needed “time 
to think.” As they left, I wondered if I would see them again. I felt as if they had 
been caught by the confluence of two crises—one that pushed Raphael outside 
his comfort zone and demanded that he be more vulnerable and equitable in his 
relationship with Amrita, and the other, that pushed Amrita to set a limit on 
how much she would tolerate the power differential between the two of them, 
given her family history and her personal experience with gender, cultural, and 
socioeconomic oppression. Just as Raphael seemed to take tentative steps in 
Amrita’s direction, her outrage at the unfairness she often experienced from him 
came to a head. Was this a relationship that a better therapist could have saved? 
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I wondered. Or were they simply too far apart to begin with—in their expecta- 
tions, their relationship skills, their life experiences, their values? 

I didn’t get to find out in further sessions. They didn’t call me back to 
reschedule. I wondered whether they'd broken up, or whether they’d decided 
therapy was making things worse. I wondered whether they'd agreed to look for 
a different therapist, perhaps one who was more experienced, or less of a feminist. 
Maybe they’d found someone who would encourage Amrita to accept Raphael’s 
style more, or someone whom Raphael respected more, who could push him 
harder. 

Four months later, I got a tiny glimpse into their outcome. They returned 
the book I’d loaned them, along with a note signed by both. “We have been 
doing really well,” it read. “Counseling was the best thing we could have done 
for our relationship. We joined a gym since we terminated counseling and are 
trying to live a happy, healthy life. Thank you for your help and time. We are 
confident that we can manage conflicts on our own when they arise.” 


REFLECTION 


I was lucky to get the note from this couple; most clients who terminate prema- 
turely remain a mystery to us. Of course, I’m not certain about their eventual 
outcome; they signed the letter with separate surnames, suggesting the wedding 
still hadn’t taken place (or, perhaps, that Amrita wanted to keep hers?). There 
was a stilted quality to the correspondence that made me wonder if they were 
putting on a “good face” for me, even in text. But given that our final session 
made it seem as if they might not last another week, 4 months seemed like quite 
an achievement. I couldn't imagine Amrita suddenly renouncing her bottom line 
and agreeing to the “same old, same old” dynamic. 

I’ve (SMA) thought about this couple a great deal over the years, particularly 
about the moment when I confronted Raphael on his contemptuous remark about 
women, and the session in which I walked out because I couldn’t stop them from 
battling. I still feel like both interventions were an OK choice—I agree with 
Gottman (1999) that clinicians shouldn't tolerate verbal abuse between clients in 
session, and his remark certainly seemed abusive to Amrita and possibly to me 
as well. And perhaps following in Carl Whitaker’s mold, I have used the “shock- 
ing” choice of walking out of session with other couples in rare moments when 
nothing else works. I (VT), as a male therapist, have also thought about the out- 
come of this case for quite some time, wondering whether the female therapist 
(SMA) by taking a clear personal (not just professional) stance finally convinced 
Raphael that it was time for him to grow up and take responsibility for his 
behavior, if he really wanted a mutual partner—partner and not a baby—mother 
relationship. Of course, if Raphael really shifted his position after the last session 


A Feminist/Multicultural Approach to Couple Therapy 305 


with the therapist, Amrita had to test his seriousness in order to overcome her 
lack of trust toward her partner. After a few more “test fights” they did not need 
the female therapist any longer: Amrita no longer needed a “female interpreter 
with authority” to convince Raphael; he no longer needed the “mother therapist” 
to give him what he missed getting from his wife. Thus the couple aligned in 
firing the female therapist and, one hopes, went on their merry way. 

However, knowing what I know now, I (SMA) wish I’d responded more 
empathically to the (extremely well-hidden) pain behind Raphael’s comment. I’ve 
seen other therapists zero in on disowned attachment messages buried behind 
such off-putting rhetoric, and given that one of my goals was to connect with 
Raphael’s softer feelings, I wish I’d been able to see his outburst as hurt rather 
than just hurtful. I also wish I’d been more skilled at deescalating angry couples; 
I was moderately good at it when I saw this couple, thanks to years of working 
with intensity in families, but I believe it’s a skill that needs both time and more 
specific theory about couple relationships to really master. 

On the other hand, I (VT) think that Raphael did not need more empathy 
(he had received plenty from Amrita); he needed a mother figure to clearly tell 
him to quit trying to get away with things, and to grow up and act like an 
empathic male partner in an equal relationship. The female therapist did not let 
him get away with his manipulations, to which Amrita could only respond with 
anger and hurt, and this accountability helped shift the couple’s dynamic. 

I (SMA) think my hunch about the role of culture in this couple was correct, 
demonstrated by the difficulty they had with Amrita’s mother’s visit. Raphael 
just didn’t take in how important it was to his partner that her mother see her 
as a “good (Indian) girl,” one who respected her family’s traditions at least when 
her mother was around, even if she deviated from them on her own. And both of 
them believed that Raphael had rejected his family’s model of an unequal mar- 
riage, disregarding all the evidence to the contrary; his cultural upbringing had 
far more influence on him than he could readily acknowledge. The themes of 
power and respect that came up over and over were clearly related to their gen- 
der and cultural differences at least as much as their individual personalities and 
preferences. And the underlying theme of economic control versus independence 
resonated deeply with the history of colonization and domination that Amrita’s 
family attempted to escape through immigration, only to find themselves unable 
to grasp the promised brass ring of the “American dream.” Although I unfor- 
tunately lacked a strong theoretical foundation from my training to help guide 
my intervention with this couple, my feminist and multicultural perspectives 
served me well in helping to uncover these hidden themes, rather than leaving 
them disguised beneath the couple’s generic complaints of conflict and “poor 
communication.” 

Over time, my (SMA) work with couples has become deeply influenced 
by the marital interaction research of John Gottman’s, and his “sound mari- 
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tal house” model (1999), and by Johnson’s (2004) attachment-based emotionally 
focused therapy. These days, my thinking is guided primarily by asking myself 
questions like “How sound is this couple’s underlying friendship?” and “How 
does this couple’s cycle of conflict cover up their deep longings and fears?”— 
questions I think would have helped me more openly explore ideas I was intui- 
tively groping my way toward at the time I saw Raphael and Amrita. Reading 
back through the case file, I can see my work instinctively gravitating toward 
the understanding of relationships that Gottman and Johnson have provided. I 
eventually found that both Gottman and EFT techniques were very helpful with 
both same-sex and multicultural couples (Addison & Coolhart, 2008); we (SMA 
and VT) believe that it is beneficial in therapy with such couples to meld these 
approaches with feminist and social justice principles. 
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CHAPTER 14 


Getting Over a Rough Spot 
A Short-Term, Problem-Focused Approach 


SAM R. HAMBURG 


What I do is help people get over the rough spots so they can get on with their 
lives. That, at least, is one way I think about my work as a psychotherapist. Peo- 
ple strive in the direction of their hopes but at points can find their way blocked. 
For some unlucky individuals saddled with personal limitations—a depressive 
temperament, for example, or a deficiency in assertiveness—the impediment is 
largely internal, turning ordinary life challenges into seemingly insurmountable 
obstacles. For the luckier of us, the impediment is largely external, when extraor- 
dinary life difficulty challenges even a robust coping capacity. Sometimes, when 
a couple faces a difficult life challenge, they find themselves in conflict because 
their individual styles of coping with it differ too radically to be complementary. 
They then find themselves in a tug-of-war over how to respond to the challenge, 
neither feeling understood or supported by the other. This was the predicament 
Rob and Julie Heath found themselves in when they came to see me. 

The moment before I open the door to my waiting room to meet a couple 
for the first time is one of mixed anticipation and apprehension: Here is a new 
puzzle to solve, a new opportunity to learn something about what it is like to be 
human and how to do my life’s work. But will I be able to figure it out? Will I 
be able to help? Will I like them? Will they like me? I liked Rob and Julie the 
moment I saw them. They looked to be in their early 30s, both relatively com- 
pact people, not handsome but pleasant looking. They looked great together. 
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The first thing Rob said got right to the heart of the matter: they had a dif- 
ference in their styles of decision making. Once he made a decision it was made 
and he didn’t look back, but Julie would repeatedly revisit it. The decision in 
question was to change careers. Rob was an engineer by training, in a highly spe- 
cialized field. But after working in it for about a year he decided to go to business 
school, a common vocational path for people who begin in engineering. This is 
where he and Julie met. After they graduated, both of them took lucrative and 
prestigious jobs in management consulting. It was a fit for Julie, who enjoyed it, 
was good at it, and advanced nicely, but not for Rob. At first he thought that he 
was not at the right firm, so after a year he moved to another top-ranked consult- 
ing company. By the end of a year there, he realized that the problem was not 
with the company but with business consulting; he wanted to be an engineer. 

About 3 months before our first meeting, Rob had quit the management 
consulting company with the aim of starting his own engineering firm. Julie 
had concurred in this decision. After all, she was secure in her job and made a 
substantial six-figure income, more than enough to tide them over until Rob got 
his business going. But 3 months had passed, Rob had spent much of that time 
remodeling their home (like many engineers, Rob was good with his hands), and 
his business had not gotten off the ground. In Julie’s view, Rob was not working 
hard enough at it, and she was getting more and more anxious. Julie admitted 
that she would pick fights with Rob as a way of dealing with her anxiety. The 
fights would begin with an inquiry from her about what he was doing to estab- 
lish his business and quickly degenerate into nonproductive arguing. The fights 
never resolved anything, as Rob walked away from them within 5 minutes. 
They'd make up afterward, but the cumulative stress of the fights was wearing 
on them. Especially wearing was Julie’s talk of getting divorced. Julie insisted 
that she was totally committed to the marriage, and that her divorce talk was 
kind of an emotional safety valve, a way to let off steam. Rob said he believed her 
and that he was totally committed, too, but the divorce talk couldn’t help but be 
alarming when it came up. 

So this was the presenting problem. It was elicited, as it usually is, within 
the first 15 minutes or so of the session. 


This statement may sound like an exaggeration or oversimplification, but it isn’t. 
Even though the ways in which most couples initially present may make it appear 
that they have “so many” problems, most couples’ distress usually revolves around 
one or two dominant theme(s). This “theme,” “pattern,” or “dance” can take dif- 
ferent, and sometimes subtle, covert disguised forms for the couple, leading to the 
understandable impression of “so many” problems. 


Question: If after, say, your first two meetings with a couple, you do 
not have a confident working formulation of a couple’s most 
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important difficulty, how might you explain this? What might 
be getting in the way of such an understanding? How might you 
deal with this? 


The task, then, is to contextualize it, so you can make some sense of it— 
form an initial theory of the case. To that end, I have evolved a fairly standard 
format for the initial interview in marital therapy. It takes about an hour and a 
half to complete and includes the following topics: what they value about each 
other; a history of the relationship (including inquiry into any prior marriages 
or seriously committed nonmarried relationships), with particular attention to 
how they decided to get married; family of origin, with particular attention to 
the quality of their parents’ marriages, conflict management in those marriages, 
and involvement of family of origin in the presenting problem; the couple’s own 
fighting style; the couple’s felt sense of compatibility; evolution of the couple’s 
sexual relationship; alcohol and drug use; violence and current extramarital 
affairs; and the couple’s positive reasons for staying married. 

I inquire into all this at the first session in the hope that this varied infor- 
mation will configure itself into some coherent provisional story about the couple 
that will guide my initial interventions. I am mindful that, at any point, the 
information I have is incomplete and fragmentary, and that my understanding 
of the couple is conjectural and should always be evolving. 


This may seem like a lot to address in one meeting, even if “incomplete and frag- 
mentary.” 


Question: What do you see as the advantages and disadvantages of such 
a wide-ranging initial assessment? Do you usually prefer such a 
broad approach, or are you more likely to focus more on the 
couple’s stated presenting problem(s), its history, attempted 
solutions, and so forth? Why? 


The way I put it to my patients is that their lives are, for me, like a big jig- 
saw puzzle. They talk to me, and I get a piece here and a piece there, and from 
these disparate pieces I try to picture what the entire puzzle must look like. 

By the end of the initial interview, this is what I had gathered about Rob 
and Julie: 

This was Julie’s first marriage, but it was Rob’s second. He’d gotten mar- 
ried right out of college, but it had lasted little more than a year. When I asked 
him, “Tell me in 25 words or less what happened to that marriage,” he replied 
in a matter of fact tone that he didn’t think his ex-wife liked him very much. 
This was an unusual reply—usually it’s something more interactional, such as 
“We didn’t get along, or “We fought all the time’—and intriguing, but I didn’t 
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follow up on it. Rob and Julie were here, after all, to deal with his current mar- 
riage, not his previous one, and if later on it seemed important to inquire into it I 
would. It did take on a bit more importance, in light of what I learned just a few 
minutes later about the early phase of Rob and Julie’s relationship. They had met 
at the very start of business school, where they found themselves in all the same 
classes. They were immediately attracted to each other, found they hit it off, and 
dated steadily through most of that first year of business school—but then Julie 
broke it off. She had been introduced to another man and she had immediately 
fallen deeply in love with him. Julie and he dated through the summer, and then 
suddenly he died of a freak heart attack while out jogging. Rob was there for 
Julie as a support and comfort in her grief, and it was through this experience 
that Julie decided that Rob was the man with whom she could spend her life. 
They were engaged a few months later and married about a year after that. By 
the time I met them, they’d been married about 3 years. 

Thinking about the story of the boyfriend who had died, especially in light 
of Rob’s sense of his first wife’s feelings about him, I couldn't help but wonder 
how secure he felt in Julie’s affections. I wondered whether I should bring it up. 
I, like many of us, have learned from Carl Whitaker that it is part of the marital 
therapist’s job, from time to time, to cause trouble—to give voice to the unut- 
terable fears that the spouses may be harboring, to expose those fears so that the 
relationship can proceed on a more honest and intimate basis. I decided not to 
do that in that first session, and in fact I never did bring it up, even though I 
did believe that Rob feared that Julie’s love for him was not as passionate as it 
had been for the boyfriend who had died, and that maybe his fear was founded. 
I didn't see what good it would do, especially since they both seemed so com- 
mitted to this marriage—including Julie, despite all her divorce talk. They'd 
already been married 3 years, and been with each other for five. I surmised that 
by now they had both come to accept the emotional atmosphere of their rela- 
tionship. That was not what they had come to see me about. (My decision not 
to pursue this issue is an example of the many important tactical decisions in 
psychotherapy that, given its nature as a craft, cannot be made on the basis of 
science but only on intuition. I am aware, too, that if my theoretical presupposi- 
tions had been different, if, for instance, I held an attachment theory of love, my 
intuition and my tactics may have been different. This awareness is a constant 
source of tension to me in my work.) 


Such awareness and self-reflection, if not a “constant” source of tension, is prob- 
ably at least a common source of tension for many therapists. 


Question: How do you handle such tensions? Do you try to remain open 
to them as a stimulus for expanding your clinical options? Or 
are you more comfortable with, and perhaps even more effec- 
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tive in, your work with couples when you adopt a very particu- 
lar and consistent theoretical framework? 


On the positive side, it was clear that Julie and Rob genuinely liked each 
other. Their lists of what they valued about each other were long and substantial, 
and were expressed warmly. I considered this high level of mutual regard to be 
an excellent prognostic sign because in my view, as I explain below, a couple can- 
not truly Zove each other if they don’t /éke each other. 

Both Rob and Julie had good relationships with their families of origin, 
with perhaps a bit too porous a boundary between them. Both sets of parents 
were still together after decades of marriage. Julie’s family lived locally, and she 
was especially close to her mother, confiding in her about her unhappiness in 
the marriage. Julie was the oldest of four daughters, the one whom her father, 
a high-powered business man himself, had identified with the most. That, it 
seemed to me, explained not only her own achievement orientation but also her 
expectations for achievement in her husband. Rob’s parents and younger brother 
lived on the West Coast, where his father was also an engineer. Rob had not 
talked to his parents about the trouble in his marriage, but had consulted exten- 
sively with his father, whom he greatly respected, on his vocational issues. My 
initial impression was that Rob and Julie were talking a bit too much to their 
parents about the doings inside their own family. It was understandable: they 
were both under strain and in need of support, and their parents had always been 
there to provide it. But I believe that even the most well-meaning parents—and 
theirs were certainly that—trisk exerting a centrifugal effect on children whose 
marriage is under strain, pulling them apart even when they dont mean to. I 
thought this would have to be addressed sooner rather than later but not in the 
first session because I didn’t want to begin by requiring that they give up an 
important source of support. 

What Rob and Julie said about conflict in their families of origin was note- 
worthy in terms of their own conflict style. Julie witnessed many arguments 
between her parents; Rob could remember his parents fighting only once. Not 
surprisingly, in their own fights, which were frequent, Julie was the initiator 
and the pursuer, raising her voice and using intemperate language, and Rob was 
conflict-avoidant. When pursued in anger by Julie, he would become quiet at 
first, but soon explode himself in loud anger, and then immediately abort the 
fight by walking out. 

When I asked Julie and Rob about compatibility, I was not surprised to 
hear that they rated themselves as quite compatible. Spouses who like each other 
as much as Julie and Rob did generally do regard themselves as compatible. 
However, the inquiry did reveal an important issue: Julie had balked at com- 
pletely merging their finances after they had gotten married. She admitted that 
this was problematic, that it caused Rob to doubt her commitment, and that she 
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really had to move ahead on merging their monies. It just was hard to do. She 
didn’t see Rob moving ahead decisively to establish himself vocationally, and she 
felt a strong impulse to protect herself. 

Their sex life was an area of strength in their relationship. It had always 
been good, and was even better now than at the start of their marriage despite 
their current marital distress. 

Somehow, I neglected to ask Rob and Julie about their plans for having 
children. That was unfortunate, in that their answers would have shed a dif- 
ferent kind of light on their sense of commitment to the relationship and their 
faith in its future. 

So much information. How to make sense of it? My major diagnostic ques- 
tion was this: Was the problem essentially that the marriage was fatally flawed 
because Julie didn’t love Rob enough and wasnt committed enough to the 
relationship—this was certainly what Rob thought—or was the problem a dif- 
ference in temperament between them, in which their differing coping styles 
brought them into conflict? I gravitated to this second alternative. Julie’s coping 
style was to obsessively focus on the source of anxiety until she made it go away. 
Rob was, like Julie, highly competent, but a bit less anxiety prone, maybe a bit 
more anxiety avoidant. His style of coping with an anxiety-provoking situation, 
that is, his difficulty reestablishing himself as an engineer, was more deliberate 
and measured, which translated to Julie as passivity, which, in turn, left her 
feeling abandoned. That feeling of abandonment, and the consequent need for 
self-protection led to the defensive talk about divorce. And once the conversation 
reached that argumentative level, Rob and Julie did not have the wherewithal 
to handle the conflict. By the end of that first session, I was willing to believe 
that Rob had not been Julie’s first romantic choice, but I did not regard that as 
a deal-breaker on the marriage. They had too much going for them: a high level 
of overall compatibility, generally positive and respectful attitudes towards each 
other, a good sexual relationship, and models of stable marriage in their families 
of origin. In short, my assessment was that they could be helped. But how? 


HOW I TRY TO HELP 


The way I try to help any couple is procedurally behavioral and strategic but 
fundamentally experiential, and is informed by my own theory of conjugal love 
(Hamburg, 2000). 

My approach is “behavioral” in that it is: problem-focused, with the prob- 
lem and the desired outcome specified, insofar as possible, in behavioral terms; 
mostly present oriented; directive and active, with the agenda set largely by the 
therapist via the use of homework assignments; avowedly psychoeducational; 
and short term. I believe, along with Gurman (2001), that marital therapy at its 
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best is essentially short term. I schedule weekly the first two or three times, then 
biweekly for most of the treatment, with even longer intervals toward the end. 

The most obvious legacy of behavior therapy in my work is my use of home- 
work. Although homework assignments are often framed psychoeducationally, I 
conceive of them “strategically,” that is, as a way of introducing into the couple’s 
interaction positive behavioral sequences that are incompatible with their ongo- 
ing problematic sequences. To take a simple example, having them sit and read 
a book on marriage aloud together looks straightforwardly educational. But it 
is also a way to have them spend a half-hour together addressing their marriage 
without having a fight. Finally, homework assignments are a prime way of test- 
ing hypotheses about the marriage by bringing tiny bits of it under “experimen- 
tal control.” For example, I have the distancer in the relationship convene the 
readings and direct the pursuer not to remind them when the appointed time 
comes. Then I see what happens. Homework assignments that are not carried 
out are often more illuminating than ones that were because they shed light on 
problematic aspects of the clients’ functioning. 

Also from a strategic perspective, I am mindful of the power balance 
between the spouses; and I am mindful from moment to moment of the shape 
of the triangle formed by the two of them and me, and how my next utterance is 
likely to reshape it—whom will it make me closer to, whom will it alienate. The 
operative question is always: What am I addressing, to whom, and why? 

My work is fundamentally experiential in the sense that I believe that emo- 
tions are the basic orienting responses of human beings, and essential to the 
encoding of subjective meaning. Accordingly, it is a matter of necessity to me, 
while still doing a form of directive, “behavioral” therapy, to track my clients’ 
moment-to-moment experiential flow and to help them become better trackers 
of it. A good deal of the time in my marital therapy is spent helping clients 
become aware of what emotion-focused therapists call the primary emotions 
underlying their secondary ones, both with regard to critical incidents at home 
and within the therapy session. 

My overall strategy in marital therapy, and my sense of what is possible for 
a particular couple, derive from my theory of conjugal love. It posits that all love 
between couples, both that of the relatively short romantic phase and then what- 
ever love persists afterwards, is based on an overt, observable interpersonal pro- 
cess: mutual approval, or affirmation. In the romantic phase the high level of sex- 
ual energy in a novel relationship powers a willful process of mutual affirmation, 
in which approval of all aspects of the other is automatic and assured. When the 
superabundant energy of the romantic phase runs down, global mutual approval 
is no longer assured; and couples, whether they know it or not, are faced with the 
question of what, in fact, they have to affirm about each other. From that point 
on, mutual affirmation will depend on compatibility, by which I simply mean 


A Short-Term, Problem-Focused Approach 315 


similarity. I distinguish three dimensions of compatibility: the Practical Dimen- 
sion, comprising areas that require day-to-day decision-making on the part of 
the couple; the Wavelength Dimension, tapping commonalities in outlook and 
sentiment; and the Sexual Dimension (Hamburg, 2000). 

We cannot approve of an aspect of another unless we can empathically 
understand it, and we cannot understand it unless we are similar to the other 
in that aspect. Couples who were wise or lucky in their mate choice find them- 
selves paired with compatible partners. They can continue to exchange mutual 
approval at high rates and continue to feel in love. Couples less wise or lucky 
find themselves with less compatible spouses, experience a drop-off in rates of 
mutual affirmation, find the love draining out of their relationship, and wonder 
why. In short, partners must like each other in order to continue to love each 
other—they must be friends. But none of us is friends with just anybody. Lack 
of compatibility can impose a painfully low limit on the affirmation that is pos- 
sible for a given couple. 


Although laymen certainly use the terms “compatability” and “incompatability” 
a lot in talking about couple relationships, they do not appear very often in the 
professional literature of couple therapy. 


Question: How does the notion of couple compatability fit (or not) 
with the views held by your preferred approach(es) to couple 
therapy on the matter of how to understand the main sources 
of couple distress and dissatisfaction? Also, could a couple be 
“incompatible” at the overt level but quite “compatible” at a 
covert (e.g., unconscious) level? 


The notion that the level of compatibility in a couple, whether high or low, 
is abiding and not changeable sets a modest agenda for therapy: help the couple 
identify the areas where they do and do not coincide; help them accept their 
differences and help them disengage from the struggle of trying to change each 
other; help them adjust their expectations regarding the emotional supplies that 
will be forthcoming from the other; help them maximize their delivery of those 
supplies that they are able to provide each other. 


SESSION | (CONTINUED) 


Julie and Rob were well matched on what I consider the major dimensions of 
compatibility; they had the potential for a lasting, happy marriage. That was my 
optimistic first impression. Where they differed was temperamentally—in their 
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characteristic styles of coping with a major, anxiety-provoking life challenge. If 
I could get them to accept and tolerate this difference, they might then develop 
a more collaborative approach to addressing the challenge and feel less isolated 
from each other in dealing with an uncertain future. 

The first order of business was to try to reduce their overt conflict. The 
means I have developed to that end is having the couple read marital self-help 
material out loud together (Hamburg, 1983). It has the couple emitting verbal 
behavior but not getting into a fight because all they are allowed to do is read. 
I use a variety of texts, depending on what I think will speak to the couple. 
For Julie and Rob, I selected something of my own, three chapters from an 
unpublished book of advice for newlyweds (Hamburg, 2001). One chapter deals 
with the importance of merging the finances as part of forming an “us” in early 
marriage. The other two deal with conflict itself, developing the idea that the 
key to dealing effectively with conflict in marriage is not communication skills, 
which most of us have in abundance, but rather anxiety tolerance: the ability to 
endure the horrible way it feels to have this person you love be in your face and 
angry at you, and to resist the impulse to flee. The chapters end with an outline 
for a simple, timed, turn-taking protocol for conducting marital arguments. I 
instructed Rob and Julie to use it if they found themselves in a fight between 
now and our next session, a week later. 


SESSION 2 


Rob and Julie had indeed gotten into a fight—tright after reading the chap- 
ter about merging finances, which they read before the ones on conflict, so the 
turn-taking protocol had not been available to them at that moment. Julie said, 
with some emotion, that she was sincerely trying to merge their finances and to 
think of it as “our money.” Rob wasn’t having any of it. He replied that he saw 
her reluctance about the money as just one manifestation of her being on the 
brink of divorce. Julie replied that she was committed to being married forever, 
but needed to hold on to the idea that if things between them ever got truly 
awful, divorce was an option. Rob wasn’t reassured. He enumerated other signs 
of Julie’s lack of commitment: her insistence on a prenuptual agreement, and on 
keeping her own name. Now Julie had, in fact, changed her surname to Rob’s, 
and maybe for that reason I didn’t inquire into whether she’d actually obtained 
a prenup from him. I never did find out about it, and consider that a mistake. 
What I did find myself thinking about, again, was the dead boyfriend, but 
once more I decided not to bring him into the conversation. In my notes to the 
session, I posed the question to myself about how she did decide to change her 
name; somehow that was more salient to me than the prenup. I ended up never 
inquiring about that either, and consider that another mistake. 
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In the conversation so far, I had Julie and Rob address themselves to me, 
even though they were clearly debating each other. I wanted to keep the inten- 
sity down and just fill in my picture of them. 

I asked them the question I had prepared from last time, about their plans 
for children. Their answer surprised me: They had been trying to conceive for 
the past few months. I had been expecting them to say something along the 
lines of “We'd like to have children but now is not the time,” either because of 
Rob’s vocational transition or even because they were worried about the future 
of their marriage. But, no, they were trying to make a baby. This was not the 
answer of people who were at once highly intelligent and rational and also on a 
hair-trigger to divorce. It encouraged me in my belief that Julie was more com- 
mitted than she sometimes sounded and than Rob sometimes feared. On the 
other hand, Julie immediately linked up the issue of having a baby with Rob’s 
vocational transition. She said that she didn’t think shed want to quit work 
entirely to stay home with a baby, but that she might want to take a couple of 
years off—except that Rob’s current vocational situation wouldn't allow for that. 
Rob seemed stung by that. I asked him if he was, and he acknowledged that he 
was. 

There was nowhere else to go with that, so I followed up on the other topic 
I had carried over from the first session: their relationships with their families 
of origin. Indeed, each of them was talking too much to a parent, and it was 
pulling them apart. Julie’s mother knew too much detail about their marital 
tensions. Rob was using his father as his principal career consultant. This was 
understandable enough, given that his father was in the same specialized branch 
of engineering. But the net effect was to decrease Rob’s need to talk with Julie 
about his career transition, thus depriving the two of them of a sense of col- 
laboration that they might have had otherwise. I spent a few minutes explain- 
ing family boundaries to them: how one of the most important tasks of early 
marriage is for the new couple to create a boundary around the new family they 
created at the altar, a boundary that family-of-origin members cannot traverse 
at will; how this boundary is created by the information that is not shared with 
family and by the commitments that are not made to them. I then gave out 
some directives: Julie was to cease talking to her mother about her marriage. She 
should tell her mother that they had entered “counseling” and that they were 
working on it. Any further inquiries should be answered with, “Were working 
on it.” Likewise, I directed Rob to scale back his vocational conversations with 
his father and start looking toward Julie for that kind of consultation. 

They were both surprised and dubious at this recommendation. After all, 
Julie wasn’t an engineer, and anyway their conversations about Rob’s career 
didn’t last more than a few minutes. In reply, I offered my hypothesis that their 
talks aborted for the same reason their fights did—anxiety. I then presented my 
vision of what I call “The Long Conversation” (Hamburg, 2000, Ch. 13): major 
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issues in marriage require much more time in conversation, and much more time 
at a time, than couples allot for it. The time is needed principally for anxiety 
desensitization. With enough time spent in each other’s presence and in the pres- 
ence of the problem, the couple’s anxiety over their predicament and its apparent 
insolubility will eventually abate enough for them to think and talk creatively 
about it. In the meantime, the inevitable redundancies, rehashings, and even the 
long silences of the long conversation are all more useful than they seem on the 
surface because they are part of the desensitization process. 

I directed Julie and Rob to schedule a 14-hour time block to embark on 
their long conversation about Rob’s career transition. I suggested that they use 
2-minute turns at speaking. I thought this would make it easier for Rob since, in 
session at least, Julie tended to speak at length. At the end of the session, I also 
gave them a printout of the chapter on family boundaries from my newlyweds’ 
book and asked them to read that aloud together. 

Looking back at this second session, I think it is fairly representative of how 
I do marital therapy, especially in the early phase. There is a good deal of direct 
teaching on my part in session, and the directives derive from that teaching but 
are strategic in their rationale. Jay Haley might have simply directed Julie to tell 
her mother “Were working on it,” but he wouldn’t have given her a chapter to 
read on family boundaries. For me, framing marital therapy as an educational 
process is congenial not just because I actually think it is, but because it is 
respectful of the clients. 


Certainly all couple therapies include some elements of “psychoeducation,” in 
some approaches more explicitly, in others, more implicitly. 


Question: What is the role of such psychoeducation in your preferred 
ways of working with couples? Are you personally comfortable 
in a psychoeducational role? If not, why not? 


SESSION 3 


At the third session, a week later, Julie and Rob reported that they were doing 
better. They did have their talk about Rob’s career transition. It lasted only 45 
minutes, rather than an hour and a half, but that still made it about twice as 
long as previous conversations; and they felt it was productive. The 2-minute 
turns felt about right to them and did facilitate their communication. They said 
they had come to an agreement to give Rob time to pursue a variety of avenues 
without the pressure of an arbitrary time limit. Both of them seemed to accept 
the possibility that Rob might not succeed in transitioning back to engineering 
and that he might have to return to business consulting or go off in some as-yet 


A Short-Term, Problem-Focused Approach 319 


undetermined direction. I was gratified that this one conversation between them 
had been so successful and had yielded so much. 

They had read the chapters from the newlyweds’ book. They'd liked the 
chapter on boundaries, but Rob said he felt he had those understandings already, 
and that he and Julie had been working toward having a stronger privacy bound- 
ary around their relationship. Julie reported that this week she had talked to her 
mother on the phone as I'd directed and her mother’s response had been accept- 
ing. Hearing all that Julie and Rob had accomplished in the past week, I was 
very impressed at how compliant they had been with my recommendations. 

We spent the rest of the session focusing on Julie’s anxiety. She described 
how she’d always been a worrier, and a hard-driving “type-A” personality. I 
explained my views on worry as a species of superstitious behavior, that is, a 
behavior that gives us the sense that we are exerting control over a future out- 
come when in fact we are not, and suggested that she read an old but still useful 
self-help book on worry (Carnegie, 2004). 

Altogether, I was quite satisfied with the progress that Rob and Julie had 
made. I was already thinking about wrapping up the therapy. It looked like they 
were coming to agreement on a strategy for Rob’s career transition, which had 
been their major issue of contention. They were certainly doing well enough for 
us to wait 2 weeks before meeting again. 


SESSION 4 


Julie and Rob were continuing to do well. I began by reviewing the homework: 
Julie had not gotten the self-help book on worry because she had been busy at 
work, she said. When people don’t follow up on that kind of recommendation, 
I generally don’t reiterate it on the principle that I can’t want it more than she 
does. She’d been told about the book; she could get it or not as she pleased. For 
Rob and Julie, the most positive aspect of the past 2 weeks had been that they 
werent running away from conflict. When one of them had a bone to pick with 
the other, they brought it up and used the turn-taking rules in the chapter on 
conflict ’'d assigned them. What marital therapist could ask for anything more? 
Rob did bring up a complaint, about a habit of Julie’s that irritated him: She 
would interrupt him and ask for his attention at specific points when he was 
least inclined to give it, for example, when he was listening to a story on public 
radio. He felt these summonses to be an attempt to control him. We explored 
this in an emotionally focused way, and what Julie got to was the sense that her 
underlying motivation was not to control him but rather that she simply missed 
him and wanted to experience his attention and presence. This, in turn, led to 
a discussion of the general topic of how they are present for each other, which 
revealed that Julie and Rob engaged in an activity that is one of my pet peeves: 
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watching TV during dinner. I gave them my little lecture on this topic and 
secured from them the promise that they would never, ever watch TV during 
dinner again. 


Since all therapists are people, all therapists have “pet peeves” about various 
aspects of couple and family life. 


Question: What are your pet peeves about couple and family life? How do 
you distinguish between the “pet peeves” that are idiosyncratic 
to you (e.g., because of your personal history), those that may 
reflect dominant cultural values but not be very relevant to the 
couple you are working with, and those that probably do reflect 
a kind of implicit awareness by you of aspects of couple life that 
are almost inherently problematic, dysfunctional, and maladap- 
tive? 


The end of the session focused on their central concern. Rob was being more 
active in developing his engineering consultancy, and Julie was more optimistic 
about its getting off the ground. In the meantime, she was less anxious about 
money because it had become clear to her that they could get by just fine on her 
substantial income. She was still nagged by the competitive thought that they 
nevertheless were not doing as well as some other couples they knew in which 
both spouses were bringing home a substantial income. I cited one of my favor- 
ite quotes, from Kierkegaard, that the root of all unhappiness is comparison. 
Finally, we talked about the importance of their intentional cultivation of their 
relationship. Not watching TV during dinner was one small step in that direc- 
tion. Starting to work out together, which they were planning for the coming 
week, was another. 

By the end of the session, I realized that I had no agenda for a subsequent 
one. That was my signal that it was time to take a break. They were agreeable to 
that, since they didn’t see a further agenda either. My parting recommendation 
was that they continue to use the formal fight rules for the next year until they 
became engrained enough so they didn’t have to follow them in lockstep. We 
had gotten them over a rough spot, they had learned a few things about being 
married that made their relationship more functional. It had taken four sessions, 
and I was pleased. 


Discontinuation of therapy after a short period, often with tempers soothed and 
differences over a particular precipitating event that brought a couple to therapy 
reduced, is quite common. 


Question: Do you usually take a couple’s stated wish to end therapy, or to 
“take a break” from therapy, at face value, and honor it? When 
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might you, and when should you, not be so accepting of their 
wishes on this important matter? 


SESSION 5 


The next I heard from them was a phone call from Julie 3 months later. She 
wanted to come in for a session by herself. Rob couldn't come in; he was work- 
ing in Seattle. And, by the way, she was 14 weeks pregnant. Ordinarily, I do not 
allow individual sessions in couple therapy. My reasons are the usual ones: I don’t 
want to be the unwilling keeper of one spouse’s secret. I don’t want to convey 
the idea that there are some things I do not expect them to be able to reveal in 
conjoint treatment, or that I think any such piece of information is so important 
that I must know it. But here was an exception. Rob was away and wouldn't be 
home for some time; meanwhile, Julie was in distress right now. I could have 
referred her to someone else, but that would have meant starting over, and I 
already knew her and her story. So I said yes to her. I did ask her to agree to two 
things: that she let Rob know that I’d agreed to meet with her and make sure 
that it was OK with him; and that she allow me to make an audiotape of our 
session, so that Rob could listen to it if he wanted to. The simple expedient of 
making a tape of individual sessions maintains the spirit of conjoint treatment 
and averts the problems deriving from secrecy. 


Many couple therapists include individual sessions in their conjoint work with cou- 
ples, and, as Hamburg suggests, there are many potential pitfalls to having such 
sessions. The tape recording of these meetings is a very creative way to minimize 
these potential problems. 


Question: What are some of the potential problems involved in includ- 
ing individual sessions in the course of couple therapy? Can 
you think of other ways, besides recording these sessions, to 
address these potential problems? 


It was apparent from the moment Julie walked in that she was depressed. 
She had been pregnant only about 6 weeks when Rob got the call from Seattle. 
She'd had great trepidation about his leaving, and being so far away. But in 
his highly specialized branch of engineering, consulting contracts, had proven 
scarce, and this one was too prestigious and lucrative to pass up. It could be the 
springboard for his consultancy business. He’d already been gone for more than 
a month. He would be coming back for 3 weeks, but would then leave again for a 
couple of months. Just as he left Julie began to feel really pregnant—tired, heavy, 
slowed down, food aversions, but mostly very sad and uncharacteristically weepy. 
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She missed Rob, of course, but at the same time was dreading his return in a few 
weeks—could she tolerate him? Julie didn’t feel like herself, and wondered if it 
were her hormones. I couldn't say, of course, but it was noteworthy that birth- 
control pills had made her depressed and that she suffered from premenstrual 
dysphoria. And, of course, now her body was awash in progesterone. I suggested 
she consult her obstetrician. Meanwhile, Julie reported that she was expressing 
her dysphoria to Rob, and also her dread that they might not get along when he 
came home. She knew this was distressing him. She did miss him terribly and 
was greatly looking forward to his return, but she admitted that this pole of her 
ambivalence didn’t get expressed as much. 

My stance during this session was supportive. I listened, commiserated, and 
reassured her as best I could. I thought there was reason for reassurance because 
nothing in Julie’s report indicated any tension in the relationship per se. I was 
optimistic that they would be fine together when Rob returned for his respite 
visit, but I did encourage her to call me for a conjoint appointment if they felt 
they needed it at that time. I didn’t hear from them, though, and remember 
thinking that their time together must have gone well, after all. 


SESSION 6 


Eight months later I heard from them again. This pattern of recontact is not 
uncommon in my practice. People come to psychotherapists when they are in 
crisis and open to change. Then, partly due to the therapy or not, the crisis abates 
and with it the client’s openness to change. At that point the therapist can either 
try to hang onto the client, or let the client go until the next crisis. I let my cli- 
ents go and sometimes they return, as Julie and Rob did. 

By now their baby, Jessica, was already 2 months old and a delight for both 
of them. No problems there, thank goodness. Otherwise, things were not good. 
Rob had spent a total of 4 months in Seattle. It had been wonderfully lucra- 
tive and good experience, but it had not been the springboard he’d hoped for 
his engineering firm. He had not worked in business consulting for 16 months 
now, he couldn't get his engineering firm off the ground, and Julie was getting 
increasingly anxious. She complained that she was starting to have a problem 
with respecting Rob. And they were having the same “catastrophic fights” that 
they'd been having before we met the first time. Julie was especially resentful 
that she couldn’t take advantage of her company’s 6-month maternity leave pol- 
icy. She would be going back to work after just 3 months because they needed 
the money. 

Rob had been networking and promoting his engineering firm energeti- 
cally. There were some signs of interest, but he was beginning to suspect that the 
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kinds of contracts he was looking for were not going to be awarded to a brand- 
new, one-man engineering firm, no matter how sophisticated and specialized his 
expertise. He was coming to the conclusion that he would have to fall back on 
the plan B of going to work for an established firm. As Rob talked to me about 
his career efforts, it was clear that a good deal of what he was telling me was 
being heard by Julie for the first time: They were not doing a good enough job at 
collaborating on Rob’s career transition—I suspected largely because of conflict 
avoidance on Rob’s part. I asked them to rate themselves, on a scale of 1 to 10, 
on how good a job they were doing as collaborators. Julie rated herself as 4, Rob 
rated himself as 1. I reiterated the importance of each of them being the other’s 
“trainer/manager” when it came to career issues and gave them the chapter on 
that from my newlyweds’ manuscript. In addition, I gave them the assignment 
of convening a talk somewhere outside the house, at a café or diner for example, 
on how they could better collaborate on Rob’s career transition. (It is wonderful 
how being out in public can keep couples modulated and polite when discussing 
contentious issues.) 

Not surprisingly, during Rob’s absence, Julie had fallen back into the habit 
of confiding too much about her troubles to her parents, with the result that now 
her father was angry at Rob for not doing the manly thing and getting himself 
employed. Julie realized that she had to adhere to the discipline of not revealing 
so much to her parents. 

Since this meeting was in the nature of an initial interview, I decided to do 
a quick check for depression and drinking. Sure enough, Julie was not depressed 
now; that had cleared up toward the end of her pregnancy. She was simply anx- 
ious. Rob was mildly depressed, if that, but he admitted that his drinking was 
up, and Julie expressed concern about it. This was significant to me. Everyone 
underestimates their drinking and their drinking-related problems. So when 
someone says to me that their drinking is “up” I translate that to mean that they 
are drinking a lot. I recommended that they both abstain from alcohol for the 
next week and see how that felt. 


SESSION 7 


We met again a week later and they were much improved. Rob said that he was 
trying to be more sensitive to Julie’s anxiety. Julie said that she was trying to 
be more level-headed and to battle her tendency to worry. They had gone out 
and had a talk about collaborating. It was not clear that any concrete action 
plan had come out of it, but it certainly seemed to help the overall emotional 
atmosphere between them. They said that they were both making an effort to 
be nice to each other. They had read the newlyweds’ materials and that was a 
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positive experience. Most important was an event that had nothing to do with 
the therapy: They had secured the services of a wonderful nanny, which greatly 
eased Julie’s mind about going back to work. It looked like Rob and Julie were 
back on track—and it hadn't taken much to get them there. 

We spent the second part of the session discussing Rob’s former career as 
a business consultant and all the reasons he’d hated it. The session had a very 
relaxed feel. I suggested that we meet in three weeks, after Julie returned to 
work, to see how they were coping with that important transition. I was think- 
ing, although I didn’t say, that this might be our last session. 


SESSION 8 


They were in crisis again. Rob had come to a point of desperation. He was 
feeling hopeless about the relationship. It was the way Julie was in fights: her 
viciousness was unrelenting and she questioned his manhood. Rob felt a deep 
sense of outrage at the way Julie attacked him. I was not sure how to respond 
to this. I fell back on my working assumption about Julie’s anxiety and said to 
her that she needed to differentiate between her anxiety on the one hand and her 
abiding faith in Rob on the other. Julie’s response to that was that she was not 
sure about her faith in Rob. “Oh, great” I said to myself, and then Rob launched 
into another tirade on the unrestrained cruelty of Julie’s attacks on him. The first 
15 minutes or so of the session unfolded along these lines and were extremely 
tense. But then, Rob spontaneously made a softening move. He acknowledged 
that even in the midst of her attacks, Julie made some valid points—most nota- 
bly that, by now, Rob’s Seattle project was getting old, and he needed to get 
something new on his résumé. That meant to Rob that he really had to hustle 
to get any engineering job, even if it was far from ideal, just to get back into the 
field. Julie made a move, it seemed to me, to take Rob’s hand, but checked it. 
A tear did roll down her cheek, though. I asked Julie what she was feeling. She 
said she didn’t know, just sad. I didn’t push it, and Julie changed the subject. 
She said that she had gotten the self-help book about worry and had started to 
read it. Rob had signaled that he was trying, and Julie reciprocated that she was 
trying, too. 

The second half of the session was quiet, somewhat exhausted, as Rob talked 
at length about the strengths and weaknesses of his résumé and his efforts to 
remedy them. This was, again, welcome news to Julie, but the trouble was that 
it was news. He hadn't told it to her at home, probably because he hadn't felt 
safe enough. I talked to them about the importance of having a regular meet- 
ing, preferably outside the house, to talk about Rob’s job-finding efforts. On 
that sober note we ended the session. We agreed that we should meet the next 
week. 
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SESSION 9 


Julie and Rob were somewhat better. They’d had a couple of good conversations 
about Rob’s job-finding—but in the car, not out at a café or diner. As a result, 
Julie felt more “in the loop,” and that did wonders for her anxiety. “Better than 
nothing,” I thought to myself. On the other hand, the week had been marred 
by an incident in which Julie had berated Rob for buying the wrong meat at 
the supermarket, and kept on berating him about it on subsequent days. Rob 
surmised that she was just being angry with him about his failure so far to find 
a job. I asked Julie, as the best authority on herself, what she thought. She said 
it was just about the meat: How could he have been so stupid as to buy brisket 
when she’d specifically said London broil? I felt that it would be counterproduc- 
tive for me to play psychologist and probe into her “real” motivations and inten- 
tions. Instead, I directed our attention at two aspects of the situation that were 
on the surface and undeniable: the exchange of disapproval in their relationship 
and the intemperate, cutting way in which they expressed it. I pointed out to 
them that if I offered them the Lotto mega-jackpot to be unfailingly polite with 
each other for a month, they would be. And that meant that how they treated 
each other was under their control—just a matter of how motivated they were to 
not hurt each other. They might not calculate their marital happiness as being 
worth millions but, I said, I would hope they would value it highly enough to 
treat each other more kindly. In conjunction with this little sermon, I gave them 
the chapter from the newlyweds’ manuscript entitled “Rachmones,’ the Yiddish 
word for mercy. 

As I write this, I wonder whether this tactic of direct suggestion and infor- 
mation giving—let’s just call it exhortation—is of any utility in marital therapy. 
It seems lame, as I write about it now. Yet at the time it seemed just the thing 
to do. Certainly, at that point in the therapy, I had no grand strategy for how to 
help Rob and Julie. What I did felt very ad hoc to me—fighting fires. I was try- 
ing not so much to make things better but, under the difficult circumstances, to 
keep them from getting worse. This session was not as wrenching as the previous 
one, but it, too, was fairly grim. 


SESSION 10 


Ten days later they were worse: more estranged from each other, Rob more with- 
drawn and Julie angrier. They had read the chapter on rachmones but it hadn’t 
made a dent. The brute fact of Rob’s inability to secure an engineering job 
seemed an insuperable obstacle to improvement in their relationship. Rob’s frus- 
tration led him to withdraw from Julie and not keep her informed of his activi- 
ties, and that stoked her anxiety, which was expressed as increasingly intense 
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anger. Julie’s anger was also fed by her grief and frustration at having to work 
long hours at the office with her little baby at home. Most nights she didn’t 
get home in time to put the baby to bed. She did have the presence of mind to 
acknowledge that this would have been the case even if Rob were working. (I 
was interested to notice that, right here, she didn’t bring up the possibility that 
if Rob had been working she might still be out on maternity leave.) Julie admit- 
ted to having more thoughts about ending the relationship. I asked her if those 
thoughts were just a way of letting off steam or something more. She said that 
she didn’t know, that when she had them they certainly felt real. I asked Rob 
how he felt hearing this, knowing what his answer would be: It terrified him. I 
asked Julie if her breakup thoughts scared her, too. She said they did. 

They'd had conflict about spending the night out at a hotel for Julie’s birth- 
day. Rob felt guilty about spending the money on it, given that he wasn’t earn- 
ing an income. “But you can afford it, after all, can’t you?” I said. He acknowl- 
edged they could. I pointed out to Rob something else about marriage that is 
important to me—the need of each spouse to feel taken care of by the other: 
Julie didn’t need to be taken care of by Rob in any real way. She could take 
care of herself quite well. But she did need to have the sense that he was look- 
ing out for her welfare, trying to make her life just a little bit easier on a daily 
basis. This could be signaled in many small ways, but also in bigger ones, such 
as Rob’s arranging for that night out at the hotel. I followed this exhortation 
with some directed at Julie: If she didn’t mean what she said about breaking 
up, if it actually scared her, she must stop it. If I had it to do over again, instead 
of exhorting her, I would have done an emotionally focused exploration of how 
she felt when she talked about breaking up, including how she felt immediately 
before and after. 

My very last notation for this session was Rob’s saying that he was begin- 
ning to get some interest from firms that might hire his kind of specialized 
engineer. Rob was grasping for hope. 


SESSION I! 


A week later, Julie and Rob were continuing to do very poorly. Julie described 
her lack of affection for Rob, her lack of sexual interest in him, and her lack of 
respect for him. She called the marriage a “disaster.” Rob called it a “slog.” They 
both seemed weary. The only good moments they had together were around 
their baby, bathing or dressing her and the like. Rob complained about Julie’s 
anger and how he couldn't take it anymore. Julie complained about Rob’s lack 
of support ever since he quit the consulting company a year and a half earlier. 
Rob complained that whenever he would correct something, whether a hole in 
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his résumé, or something he hadn't taken care of at home, Julie would find some- 
thing more to complain about. 

One significant event had happened over the past week. A former colleague 
of Rob’s at the business consulting firm had approached him with a proposal to 
work together on a consulting job he was contemplating doing in his own busi- 
ness. Rob had mentioned it to Julie and they had discussed it, but for just a few 
moments. Here, at least, was an opening. I had them enact a discussion of this 
possibility, and they were able to maintain a civil discussion of it for about 15 
minutes before they ran out of things to say. They did come to agreement that, 
at the very least, Rob should investigate this opportunity further. Julie worried 
about what would happen if he embarked on this project and then his dream job 
came along: Would he be able to pull out of it? Would he be fairly compensated 
for the time he’d put in up to that point? 

This discussion softened things between them, but by the end of the hour 
they were still grim. I asked Julie where she thought Rob would be vocationally 
in 5 years. She answered that for sure he would be in engineering and would be 
doing very well. I replied, “But where will your marriage be in 5 years if you 
keep on punishing each other the way you have been?” I continued in the same 
vein, “Each of you sees yourself as the victim and the other as the victimizer. 
But that’s not what I see. I see two people in the same boat, two fellow sufferers 
trying their best to keep their marriage afloat. You need to remind yourselves of 
that and treat each other with the kindness your fellow sufferer deserves.” With 
that exhortation, the session ended. 


SESSION 12 


We met again 5 days later, and they were better. They used catastrophic meta- 
phors to describe what had happened at our last session. They had hit some kind 
of bottom, they had pulled back from the edge of the abyss. More specifically, 
Julie said that she had aired some of her most terrible thoughts the last week (by 
which I thought she was referring to what she’d said about lacking affection and 
respect for Rob) and there was relief in getting those things off her chest. Rob 
said he didn’t know what had made things better, but they were. Julie reported 
that right after they left my office last time, they had walked a couple of blocks 
together and had made a pact to have a better weekend. They did, having some 
productive talks about Rob’s job search and about the bathroom that he was 
about to remodel. They actually had fun looking for bathroom fixtures. Julie 
also mentioned that over the week what I had said about their being fellow suf- 
ferers reverberated in her mind. One thing that seemed to be helping was that 
Rob was doing more networking interviews, and some of these were producing 
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leads. Julie was still worried, of course, and we spent some time talking about 
that. They were about to go to family gatherings with each of their families, so 
we reviewed how they would deal with inquiries about how they were doing. 

Finally, I asked each of them what they had to make sure to do to keep 
things going in a better direction. Interestingly, both of them talked about how 
they had to think: Rob said that he had to trust that Julie’s motivations and 
intentions were good. Julie said that she needed to trust that Rob was doing all 
he could be doing to get a job. After they left, I realized that I hadn't asked Rob 
about his drinking. I made a note to do that next time. 


SESSION 13 


We met again 2 weeks later. Julie and Rob were still doing well. Rob had been 
very active in his job search and actually had found two attractive openings in 
prestigious engineering firms, and he’d applied to them. Julie said that she still 
hadn't read the worry book—no time—but that she was worrying less because 
Rob was giving her more information on his job- finding activities. (Of course 
he was, now that he had some promising news to report.) 

Their lives were still as hectic as ever. Julie was trying to get home by 6:00 
P.M. on at least some nights so that she could spend an hour with the baby and 
put her to bed. 

Rob and Julie had been doing relatively well for 3 weeks in a row, a record 
for them while in active treatment with me. This was enough improvement, I 
felt, to give me an opening to inquire into the state of their sex life. I imagined 
that between Julie’s postpartum status—the baby was now 5 months old—and 
the tensions in their overall relationship, it had taken a beating. They acknowl- 
edged that their sex life was “nowhere.” I gave them the (brief, three-page) sex 
chapter from the newlyweds’ manuscript to read right there in the session. The 
chapter deconstructs “spontaniety” as a necessary ingredient for good sex and 
argues that the best sex that couples have is actually quite preplanned and pre- 
meditated; and that couples should be intentional and planful in the conduct of 
their sex life. We talked about how they could be planful about having sex over 
the coming weekend, and with that the session ended. 


SESSION 14 


We met again a month later. Right in the middle of that interval, Rob had 
received job offers from both of the firms he’d applied to and he’d accepted one of 
them. He was due to start in a couple of weeks (after he finished the bathroom). 
Both he and Julie were thrilled, of course, but it evoked something additional 
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in Julie: the question of what she really most wanted out of life, given that 
she didn’t think she could “have it all.” She knew she wanted to have a second 
child. Would she really want to be working full-time with two little ones at 
home? She’d been a compulsive overachiever ever since she was a little girl. She 
wondered whether she could ever step back from that and just enjoy life. We 
discussed all this for a while, and I suggested that she read Focusing (Gendlin, 
1981) to help herself feel her way through to an answer. 

They had restarted their sex life, and the rest of their relationship seemed 
to be going well. I couldn't see a focus for another session in the next few weeks, 
but in view of their ups and downs I thought it would be a good idea if we had 
a follow-up session in a couple of months. Rob and Julie agreed that they'd call 
for an appointment at that time. They never did. 

The next I heard from them was a holiday card 8 months later. It was one of 
those cards that people make at home on their computer, incorporating a photo- 
graph. Theirs had a photograph of the three of them, all dressed up and smiling. 
There was a handwritten note in Julie’s hand: “We're doing OK.” 


CONCLUSION: THERAPIST AS WITNESS 


What changed? What worked, what didn’t? How did marital therapy function 
for this couple? 

The marriage of Rob and Julie certainly changed. In the language of out- 
come studies, it went from being “distressed” at the start of treatment to being 
“nondistressed” by the end, and it seems to have still been “nondistressed” 8 
months later. This change was due to the fact that Rob finally found a job. (The 
improvement in their relationship that was evident in the last month or so of the 
treatment is due to the fact that it was looking more likely that he was going 
to find a job.) 

None of my interventions caused a lasting change in their pattern of her 
hostile pursuit and his withdrawal. For the most part, when my interventions 
worked at all they resulted in transient reductions in tension that allowed Julie 
and Rob to coexist and get by from week to week a little more easily. The initial 
reading-aloud assignments worked reasonably well as icebreakers (not counting, 
of course, the one that sparked the fight). The conversations I had them conduct 
outside the office from time to time were productive. They took to heart the 
message of the chapter on family boundaries and (at least for a time) curtailed 
their overly detailed communication with their families. Julie even cited one 
instance of my exhortation as helpful. But overall, the effects of therapy in this 
case were modest and palliative. 

Why, then, if my interventions weren't that helpful, did Julie and Rob keep 
on coming? I think they came for my presence. Humans are social beings, and 
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we don’t want to suffer alone. Ordinarily, when we are suffering we can seek sol- 
ace from our spouse. But when we see our spouse as the source of our suffering 
we cannot do that, and we feel alone. My presence made Rob and Julie feel less 
alone. An experienced marital therapist can affirm the often contradictory reali- 
ties of each of the spouses. The therapist acts as a witness to their suffering and 
bears witness to it—and so they feel less alone in it. My presence as witness was, 
I think, my most important service to Rob and Julie as they tried to get through 
a difficult period in their lives. 
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CHAPTER 15 


Building Intimacy Bridges 


From the Marriage Checkup 
to Integrative Behavioral Couple Therapy 


MELINDA IPPOLITO MORRILL 
JAMES V. CORDOVA 


WV hen I (MIM) met Nick and Eve for the first time, I could not have foreseen 
the amount of time I would end up spending with them. They had come to the 
Center for Couples and Family Research to receive a marriage checkup (MC) 
(Cérdova, 2009). We had just begun seeing couples in the MC study; a trial of 
a brief marital health intervention, developed by the second author (JVC) and 
funded by the National Institute of Child Health and Human Development. 
Eve and Nick entered the MC interview room with pleasant smiles and friendly 
small talk. They were a middle-class, Caucasian couple in their mid-40s, excited 
to get a “checkup” on their relationship after more than a decade of marriage. 
Nick worked full-time in engineering, while Eve worked part-time in the cater- 
ing business. Eve had seen our ad in the newspaper and brought the idea of 
getting an MC to Nick, who, as I would soon find out, tended to go along with 
what she suggested. 

Nick and Eve’s story is about intimacy—how it develops, how it can be 
undermined by corrosive relationship patterns, and how it can be repaired. We 
follow the journey taken by Eve and Nick as they moved through a prevention 
intervention—a marital-health checkup—into a longer-term, acceptance-based 
couple therapy. 
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THE MC 


The MC (Córdova et al., 2005; Córdova, Warren, & Gee, 2001; Gee, Scott, Cas- 
tellani, & Córdova, 2002) was developed as a two-session assessment and feed- 
back marital health intervention utilizing techniques from both motivational 
interviewing (Miller & Rollnick, 2002) and integrative behavioral couple ther- 
apy (IBCT; Christensen et al., 2004; Jacobson & Christensen, 1996). Couples 
begin the MC by completing a battery of questionnaires assessing a wide range 
of relationship health domains, followed by an in-person, conjoint assessment 
session designed to celebrate their strengths as well as to identify and examine 
their most significant areas of concern. The MC was designed to be a resource for 
couples who do not typically utilize psychotherapeutic services for their relation- 
ship. Although premarital services are widely available for engaged couples, as 
are tertiary interventions for highly distressed couples, there are few resources 
available for couples in between the newly married and severely distressed. Such 
couples may not be ready to seek a full course of therapy but could potentially 
benefit from a short-term, early intervention capable of detecting and arrest- 
ing risk factors for marital ill health or deterioration that might not otherwise 
be addressed. The primary objective of the MC is to provide nonstigmatizing, 
preventive care to promote marital health, like physical exams do for physi- 
cal health. Eve and Nick’s demographics and assessment scores indicated they 
could be precisely the type of couple who would benefit from the MC. On the 
one hand, they both reported being highly committed to their relationship. For 
example, Eve, an attractive brunette who wore silver glasses, expressed that she 
believed “this is who I’m meant to be with for the rest of my life.” At the same 
time, their relationship satisfaction scores were predominantly in the moderately 
distressed range and their intimacy scores were in the low-average range, indi- 
cating growing dissatisfaction in the marriage and diminishing intimacy. And 
yet they were not involved in any type of couple treatment. 


Preventive intervention programs for couples are often viewed as being quite 
distinct from and different from remedial interventions such as psychotherapy and 
are undoubtedly in short supply. 


Question: What commonalities do you see between preventive and reme- 
dial couple interventions, as gleaned from this chapter or other 
experiences or exposures you have had? Are there elements of 
any preventive couple programs with which you are familiar that 
can be incorporated into couple therapy practice? 


I was eargerly anticipating meeting Nick and Eve for the first time, as they 
were one of the first couples to enter the new MC study. Given the short-term 
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nature of the MC, it is particularly important to quickly establish rapport with 
both partners. MC therapists are meant to be consultants to the spouses, encour- 
aging and assisting them in their goals for their relationship. During the MC 
assessment session, MC consultants are primarily doing just that—assessing—by 
listening carefully, paraphrasing, and empathizing with each couple member in 
order to develop a therapeutic alliance. Forming rapport with Eve was relatively 
easy, given her energetic and talkative nature. Nick, however, a conservative- 
looking, attractive man with salt-and-pepper hair, presented as more introverted 
and tentative. Although he cooperatively answered questions when asked, I felt 
uneasy about his responses, sensing that perhaps there was more to the story 
than he was saying. 


The Oral History Interview 


Following completion of the initial battery of questionnaires, the MC assessment 
session begins with the Oral History Interview (OHI, Buehlman, Gottman, & 
Katz, 1992) to (1) help the couple acclimate to the session, (2) assess the qual- 
ity of their courtship narrative, and (3) orient them toward some of the positive 
qualities of their relationship. After brief introductions, I asked Nick and Eve, 
“Tell me how the two of you met and got together . . . what were your first 
impressions of each other?” And then, “Tell me how you decided to get mar- 
ried . . . of all the people in the world, what led you to decide that this was the 
person you wanted to marry?” 

Eve and Nick’s romance began about 15 years earlier when Nick’s mother, 
who knew Eve from the gym, invited Eve over to their house for dinner. Eve 
recalled that when Nick entered the room, she immediately thought “Wow, he’s 
cute,” and hoped that he would ask her out. Nick also found Eve very attractive 
and was struck by her professional demeanor. After a few months, Nick finally 
asked Eve to dinner, and after more than a year of dating, Nick proposed. Nick 
described their decision to get married as an “intangible” and a “comfort.” Eve 
recalled feeling very certain. They joked that they were also both huge baseball 
fans. Nick liked that his mother approved of him being with Eve, too. While 
reminiscing about their courtship, Eve and Nick smiled brightly, as they clearly 
enjoyed bringing these warm, intimate memories into the room. 


The Therapeutic Interview: Strengths 


The subsequent therapeutic interview began with Eve and Nick exploring what 
they considered to be their greatest strengths as a couple, using a list of strengths 
as a guide. Nick discussed their capacity for forgiveness and tolerance, explain- 
ing the most painful time in their marriage was not being able to have children. 
At the time this had been devastating for them, but he felt they had worked 
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through it together and came out stronger for it. Eve agreed that they “don’t hold 
grudges” and that their ability to adapt to those changes early in the marriage 
had brought them closer. I noted that forgiveness is rarely selected as a cou- 
ple’s greatest strength, but kept that to myself for now. Eve believed their most 
prominent strength was making their marriage a high priority. She expressed 
being keenly aware that relationships need maintenance to remain healthy and 
described her efforts to keep the lines of communication open with Nick. Eve 
said that communicating had consistently been very important to her through- 
out their relationship, expressing her belief that if they retreated to their separate 
corners they would “never find their way back.” 


The Therapeutic Interview: Areas of Concern 


The most important part of the MC assessment session focuses on the couple’s 
areas of concern. This interview aims to accomplish both assessment and inter- 
vention by unpacking the couple’s most significant problems in a way that fosters 
intimacy, acceptance, and collaboration. On the one hand, the interview is pure 
assessment; we simply want to know what the two biggest issues are and how 
they manifest in their relationship. On the other hand, the interview is designed 
to give both us and them a deeper understanding of those problems. This inter- 
view is not designed to solve the issues; it is designed to get under the issues. 
The goal is to foster understanding of the issues’ “softer” emotional content, 
why these issues are understandable points of contention between the couple, 
and how they have may have come to feel stuck in the same trap. This should 
ultimately elicit a greater sense of shared compassionate understanding in place 
of what is usually experienced as embattled defensiveness. The following are the 
three main techniques, rooted in IBCT, that an MC therapist can utilize during 
the therapeutic interview: 


1. Kick-starting intimacy: Uncovering soft emotions. Soft emotions refer to those 
emotional expressions that tend to elicit empathy, compassion, and wanting to 
move closer to one’s partner (¢.g., sadness, loneliness, worry, fear, love, affection, 
liking). In contrast, hard emotions refer to those emotional expressions that tend 
to elicit withdrawal or counterattack from a partner (e.g., anger, indignation, 
blame, criticism, contempt). Encouraging partners to express and respond to 
the more vulnerable emotional content builds intimacy bridges between them. 
Theoretically, intimacy emerges from interactions in which one partner engages 
in vulnerable behavior and the other partner reinforces that vulnerable expres- 
sion (Cérdova & Scott, 2001), often through expressions of empathy. 


As behavior therapists, Morrill and Córdova naturally present here a brief defini- 
tion of “intimacy” in the language of learning theory. The language of “reinforce- 
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ment,” “punishment,” “stimulus control,” “functional analysis,” and so forth, is 
probably quite foreign to many therapists, even “aversive” (a behavioral concept!) 
to others. 


Question: Assuming you have some familiarity with the core concepts of 
learning theory (and perhaps behavior therapy in general, as 
well), what do you find to be the advantages and disadvantages, 
strengths and limitations, of calling upon these principles of 
human behavior in your clinical work, specifically in understand- 
ing problematic couple interactions and formulating plans for 
therapeutic intervention? 


2. Building mutual acceptance: Discovering understandable reasons and identify- 
ing themes/patterns. The process of building greater mutual acceptance involves 
helping partners develop a more thorough understanding of each other and of 
the central dynamic between them. In almost every case, there are perfectly 
understandable reasons for the way each partner contributes to their mutual 
issues. Often those understandable reasons have historical origins. We want to 
know what in this person’s history set the stage for this particular vulnerability. 
If we can talk about the couples problem as an understandable pattern or theme, 
then the partners are in a better position to gain a more empathic perspective 
of their own and their partner’s role in the recurrent theme. Building a sense of 
greater mutual understanding leads to greater acceptance, which in turn fosters 
an emotional context more conducive to intimacy and collaboration. 


3. Building a collaborative set: Mutual traps, same page, “it-ifying’. The goal 
here is to frame the issue as a shared problem that emerges from common and 
understandable differences between the partners, and for which neither one of 
them is to blame. We often talk about these mutually emerging points of fric- 
tion as “naturally occurring flaws in the fabric” of their relationship. Jacobson 
and Christensen (1996) describe “unified detachment” toward the problem as a 
detached, descriptive view of the problem that both partners share. In the MC, 
we call this technique “it-ifying,” objectifying the problem as a separate entity 
from either partner that they can work together to resolve. We even at times sug- 
gest imagining the problem sitting in a third chair, confronting both partners 
simultaneously. There is empirical evidence that couples who talk about their 
problems as a shared “it,” rather than engage in their problems in a spirit of 
blame, are more satisfied following a course of couple therapy (Cérdova, Jacob- 
son, & Christensen, 1998). 


The concept of “itify’ing” relational problems for clinical purposes is not unique 
to IBCT. For example, it [sic] also figures prominently in social construction- 
ist approaches to couple therapy, such as narrative therapy (see Dickerson & 
Crocket, Chapter 8, this volume) that have very different conceptual origins. 
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Question: Compare the manner in which, for example, IBCT therapists 
“it-ify” problems with how narrative therapists “externalize” 
problems. How are they different or similar procedurally? In 
intent? Do you think IBCT and narrative therapists would agree 
with each other about when and how to use these interven- 
tions? 


When initially asked about the difficulties in their relationship, Eve 
and Nick described two major areas of concern: communication and sex. Eve 
lamented that she always initiated conversations with Nick, never the other way 
around. Nick described feeling hesitant to express himself to Eve, as well as 
being puzzled by Eve’s desire to discuss what he saw as insignificant matters. 
I could empathize with Nick’s concerns, as I also sensed Eve's potential to be 
intimidating and verbose. On the other hand, I also understood Eve's desire 
for more engagement from Nick, as I also found myself wishing he would be 
more forthcoming. Nick and Eve explained how their communication difficul- 
ties affected their sexual relationship, admitting that they did not talk about 
their sex life. Eve complained that Nick did not initiate sex frequently enough 
and was not “experienced” enough to meet her needs. Eve was also concerned 
that their history of trying to conceive children had taken a toll on their sexual 
relationship. Clearly, something was interfering with their intimacy in terms of 
both their ability to communicate openly with each other and their satisfaction 
with their sex lives. 

During the therapeutic interview, I began to flesh out these concerns by 
delving into each of their histories. Nick was the youngest of four children and 
recalled that he was never asked for his opinion in family decisions, nor did he 
remember having confrontations or emotional conversations with his parents 
or older siblings. Nick described his mother as easygoing, affectionate, and 
kind, although when she became overwhelmed she would lock herself in the 
bathroom and no one dared approach her. Nick’s father, who had died when 
Nick was a young adult, had been a benign alcoholic who was emotionally 
distant from Nick. Nick recalled that he was never given much responsibility 
during his upbringing, and that his identity in the family was the “easygo- 
ing kid who would go along with anything.” He also expressed regrets going 
back to his teenage years about being too passive at different points in his life, 
such as with his first girlfriend, who broke up with him. He later learned she 
had ended their relationship out of frustration that he had never made sexual 
advances toward her. Although he had the opportunity to talk to her about 
that soon after, he avoided the topic, and had regretted it ever since. Decades 
later, he still wished he had brought it up to her, and even still remembered 
her phone number. 
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Eve was the oldest of three siblings and was parentified from a very young 
age, both by caring for her younger siblings and by serving as her mother’s 
confidante. She recalled that her father was also an alcoholic for most of her 
childhood, and that her mother was extremely cold, critical, and aggressive. Eve 
described that in her house, growing up was like “a war zone,” and she was con- 
stantly in “survival mode.” She tried to be the “perfect child” in order to avoid 
being abused. Both of her parents were still alive, and as an adult she contin- 
ued living in close geographical proximity to them, allowing them to remain 
uncomfortably intertwined in her life. 

I deliberately drew out these memories from Nick and Eve in front of each 
other, as much for the benefit of the listening partner as for my own understand- 
ing. Often when the listening partner hears their spouse describe their painful 
past experiences, they develop greater compassion for the understandable rea- 
sons behind their partner’s current thoughts, feelings, and reactions. This new 
perspective forges intimacy bridges by emphasizing each partnet’s vulnerability 
while removing the blame from the other partner. It is sometimes possible to 
literally witness the other partner softening while their spouse speaks, as the 
partner is being guided by the structure to listen deeply to these stories, perhaps 
for the first time. 

Nick and Eve’s upbringings also allowed us to create greater “unified 
detachment” toward a possible central theme in their relationship. As the oldest, 
parentified child, Eve brought into her relationship with Nick a long history of 
dominance and control. The unloving, chaotic, and violent environment in her 
family of origin created a vulnerability to hypervigilance and anxiety in her 
relationship with Nick. As a result, Eve was easily panicked by anything that 
even remotely threatened her sense of security; she would respond to these trig- 
gers by aggressively asserting control over the relationship and Nick’s behavior. 
This control showed up in issues ranging from how Nick should “correctly” 
do the dishes, to what she expected from him in bed, to decisions he made at 
work. Nick, on the other hand, had learned in his family that “going along to 
get along” was the way to be loved and accepted. As the youngest child, he 
was discouraged from asserting his own identity and felt less competent than 
his older siblings. There was almost no open conflict in Nick’s house, giving 
him little experience with handling tense interpersonal situations. Although he 
reported having some of his emotional needs met by his affectionate mother, 
he also learned to avoid her when she was emotionally dysregulated. His father 
was withdrawn and disengaged. This all culminated in Nick’s propensity as an 
adult to avoid conflicts and confrontations. He would go to great lengths to avoid 
arguments with Eve, even if it meant criticizing or degrading himself. Further- 
more, he did not seem to have a solid sense of his own opinions or desires even 
when asked about them. Each of their histories clearly prepared them to make 
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room for each other: Eve expected to control and direct, and Nick expected to 
be controlled and directed. 


The Feedback Session 


The information gathered during the MC assessment session is consolidated 
into a feedback report that is presented to the couple at the feedback session 2 
weeks later. Based on motivational interviewing (Miller & Rollnick, 2002), the 
goal of the feedback session is to provide the partners with objective informa- 
tion about their strengths and concerns in order to motivate them to care for 
their marital health. The MC therapist acts as an unbiased collaborator during 
the feedback session, helping the couple meet their relationship goals. First, the 
couple’s strengths are highlighted to reinforce their sense of self-efficacy for the 
healthy marital behaviors they are already practicing. Then their concerns are 
reviewed in light of what we have learned about soft emotions, understandable 
reasons, and common themes. Finally, a menu of options is provided, offering 
several ways the couple might begin to address those concerns if they choose to 
do so. 

For Eve and Nick, the feedback report noted they were not currently highly 
distressed in their relationship and had many strengths to draw from. However, 
there were some warning signs that a pattern was developing between them that 
was interfering with their ongoing intimacy, particularly in the areas of commu- 
nication and sex. We analyzed how this dynamic affected their communication 
in the feedback report: 


“It is possible that Nick and Eve learned to communicate differently while 
they were growing up, and these naturally occurring differences created a 
pattern in their relationship that leaves them both feeling discouraged and 
alone. Eve may have learned to pursue communication aggressively as the 
most effective way of maintaining stability and safety. Nick, on the other 
hand, may have learned to withdraw from conflict and accommodate others 
in order to maintain stability and safety. As each pursues the same goal, 
they both get increasingly stuck in the resulting trap this creates. To the 
degree that Eve and Nick recognize this pattern when it is happening, they 
will be in a much better position to respond wisely to the situation at hand. 
Alternatively, if this dynamic runs unabated, it is likely to continue to cre- 
ate conflict and mounting tension in the relationship.” 


Eve and Nick were experiencing a version of the “demand—withdraw” 
theme, one of the most common themes discussed in couples literature (Jacobson 
& Christensen, 1996). In this pattern, one partner takes on a critical, demanding 
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role and the other takes on an avoidant, uncommunicative, withdrawn role. We 
provided three options for Nick and Eve's struggle with communication, includ- 
ing (1) taking note of the demand—withdraw pattern, naming it, and working 
toward acceptance of the underlying naturally occurring differences; (2) sched- 
uling time to communicate; and (3) blocking off small amounts of time at the 
beginning and end of each day to check in with each other (John Gottman’s Love 
Maps; Gottman & Silver, 1999). 

We offered similar suggestions in the feedback report for the difficulties 
in their sexual relationship, including reading a self-help book, communicating 
about their sexual relationship, and pursuing longer-term couple therapy. For 
the latter, we wrote: 


“If you find yourselves getting stuck in your own efforts to resolve this issue, 
seeing a qualified couple or sex therapist could be beneficial. The research 
literature consistently suggests that therapy with someone who has had spe- 
cific training in couple/sex therapy improves the odds that couples will move 
back into the maritally satisfied range and maintain those improvements 
over time. No treatment is guaranteed to work for everyone, but our best 
evidence suggests that couples who have become caught in discomforting 
patterns, but who have not deteriorated to the point of severe distress, have 
a high likelihood of benefiting greatly from a course of marital therapy.” 


Nick and Eve were quite receptive to the feedback, continuing their gener- 
ally cooperative manner throughout the MC. At the end of the feedback session, 
they expressed some interest in the option of pursuing couple therapy. Nonethe- 
less, as is so often the case, it was not long until Nick and Eve fell into the busy- 
ness of their day-to-day lives, relegating therapy to the back of their minds until 
it was forgotten altogether. 


BOOSTER MC, I YEAR LATER 


A year later, it was time for Eve and Nick’s booster MC (BMC). I was planning 
to call them to schedule the appointment when I received a voicemail from Eve. 
“Hi,” she said, “I think it’s been a year and were supposed to come back in.” I 
smiled; of course Eve was on top of it. I was also pleased that they were looking 
forward to coming back in. As part of the MC study, BMCs are provided yearly 
to the couples as an annual marital health check-up, similar to an annual physi- 
cal check-up. The BMC is meant to check back in on any “ailments” from the 
prior year and to assess any new warning signs of ill health. For couples who have 
taken action over the past year and who have improved or stabilized, the BMC is 
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their chance to celebrate their improvements and solidify their gains. For couples 
who have not taken any steps to address the concerns in their relationship, who 
have continued to deteriorate, or who have experienced new issues over the year, 
the BMC uses motivational interviewing to address the barriers that prevented 
them from taking action and to develop a new or expanded menu of actions they 
could take. Furthermore, marital research has consistently revealed that relapse 
is not uncommon after a couple intervention, resulting in an emerging suspicion 
that regular boosters may be necessary for lasting marital health. 

I was looking forward to the opportunity to follow-up with Eve and Nick, 
as the MC study was moving along steadily a year later. I was not prepared for 
what happened. After a few niceties, Eve dove in. 

“Tm in this alone,” she said passionately, shaking more and more as she 
spoke, her voice rising. “He’s not an equal partner; he’s never been an equal part- 
ner. I just kind of reached the point, I’m frustrated, I almost don’t care any more. 
He doesn’t talk, and the sex issue is still there, and I’m tired. This has probably 
been the year of the greatest change in my life. I don’t think he grasps how severe 
the change has been. I don’t have anything left for the marriage. We've had sex 
twice in the last 2 months, and that’s not acceptable to me. There were people 
in my family I had to step away from on a permanent basis because they were so 
poisonous for me. And it has been very difficult. He put his job in jeopardy for 
6 months and didn’t tell me anything about it. I know life is not always certain, 
but in that one moment he told me he shattered every sense of security I had. 
That he could be that irresponsible is flabbergasting to me. I’ve reached my 
limit. I just can’t live the way I’ve been living anymore.” 

Eve was almost crying by the end; her overwhelming negative affect had 
momentarily stunned me to silence. Nick was simply nodding along. I was not 
sure which surprised me more: how harshly Eve could criticize Nick as if he were 
not there, how easily Nick absorbed the onslaught without defending himself, or 
how differently they were presenting from last year. Their relationship had obvi- 
ously taken a sharp turn for the worse over the last year, significantly increas- 
ing their distress and decreasing their commitment to each other. Indeed, their 
scores at the 1-year point, as compared to the previous year, supported this dete- 
rioration. Almost all of the subscales from the Marital Satisfaction Inventory— 
Revised (MSI; Snyder & Aikman, 1999) declined from moderately distressed to 
highly distressed for both Nick and Eve. This included worse overall distress, 
less satisfaction with the quality of their emotional communication, more dif- 
ficulties with problem solving, greater tension around the amount and quality of 
their time together, and less satisfaction with their sexual relationship. Further- 
more, Nick’s intimacy scores, as measured by the Intimate Safety Questionnaire 
(ISQ; Córdova & Blair, 2007), reflected diminishing closeness, and both Eve and 
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Nick’s commitment had markedly decreased on the Commitment Inventory (CI; 
Stanley & Markman, 1992). 

Although the BMC assessment interview revealed that their two major 
areas of concern were still communication and sex, circumstances in the lives 
had polarized Eve and Nick’s differences, worsening their distress. Throughout 
the booster MC session it became increasingly clear that their pursue—withdraw 
pattern was enveloping more and more areas of their relationship, leaving them 
both feeling strikingly less secure in their marriage. Longer-term therapy, again 
offered as one of the menu of options in the BMC feedback report, now seemed 
even more imperative to address the growing, insidiously unbalanced nature 
of their relationship. This troubling dynamic, only modestly visible a year ago, 
was now reaching a breaking point, with Eve pushing ever more relentlessly 
and Nick retreating even further. Eve and Nick also recognized how close their 
relationship was to suffering irreparable damage, and by the end of the BMC 
expressed determination to begin longer-term therapy. The MC had served as 
the catalyst we hoped for—without the easily accessible MC intervention, Eve 
and Nick may have never considered therapeutic services, leaving them alone to 
face what was rapidly becoming an overwhelming situation. Still, taking this on 
in longer-term therapy would prove to be quite a challenge. 


INTEGRATIVE BEHAVIORAL COUPLE THERAPY 


When Nick and Eve called the university couple clinic 2 months later, their 
case was coincidentally assigned to me, as I was also a therapist in the clinic. 
Our clinic provides longer-term IBCT for distressed couples in the community. 
I experienced several competing feelings when I learned that I could be Eve and 
Nick’s therapist. On the one hand, I believed Nick and Eve would greatly benefit 
from IBCT and were appropriate for this treatment modality. On the other, I 
was concerned by the glimpse I had received in the BMC sessions of the perva- 
sive and powerful nature of the struggle in their relationship. I checked in with 
them by phone, and we decided to schedule our first of what was ultimately 24 
sessions of IBCT together. My job now was to determine whether and how IBCT 
could help Eve and Nick. 


Getting into It: How IBCT Can Help 


IBCT evolved from traditional behavioral couple therapy when Jacobson and 
Christensen (1996) began interpreting the accumulating evidence that an exclu- 
sive emphasis on change left many couples unimproved. The search for more 
effective methods to treat these more challenging couples eventually led Jacob- 
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son and Christensen to suggest that the way to improve these relationships may 
be to facilitate greater acceptance of issues that at first glance seem irreconcilable. 
IBCT highlights a couple's natural differences and how their interactions have 
caused these variations to evolve into problematic patterns. 


Some would argue not that “their interactions have caused these differences to 
evolve into problematic patterns,” but that the partners’ differences (personality 
style, vulnerabilities, values, etc.) have caused the problematic interactions (which 
then both continue in a recursive loop). 


Question: These two points of view see different causal pathways in recur- 
rent couple conflict. Which perspective seems more compelling 
to you? Does it really matter, or are we better served clinically 
by remembering the classic family systems idea that “the system 
is its own best explanation,” that is, that cause and effect are dif- 
ficult to disentangle, that the best way to “explain” problematic 
behavior is to look at what keeps it going now, not its origins or 
history? 


The idea behind IBCT is that (1) all couples have naturally occurring and 
perpetual issues, and (2) precisely in those places where we find our greatest chal- 
lenges, we all long to be accepted by our partners. This acceptance is at the root 
of intimacy and security. Three primary techniques are used when conducting 
IBCT: (1) unified detachment (developing an objective, detached understanding 
of the couple’s troublesome relationship patterns; (2) empathic joining (sharing of 
vulnerable feelings to create intimacy); and (3) tolerance (helping couples better 
cope with the discomfort elicited by their partner’s behaviors, by appreciating 
the positive aspects of their differences, engaging in more effective self-care, etc.) 
(Doss, Mitchell, & De la Garza-Mercer, 2007). As partners come to embrace 
their differences more wholeheartedly, what change might be needed often flows 
relatively easily. 

Eve and Nick’s shared narrative when they began therapy was that Nick did 
not take an active enough role in their household and financial responsibilities, 
was not communicative, and did not initiate enough sexual interaction. They 
both stated that their goal in therapy was to change Nick so these areas could 
improve. 


It is not uncommon for therapists to see couples who (seem to) agree that one of 
them “is” the problem in their relationship, that if only he or she would change 

in particular ways, all would be well. This shared (linear, one-sided) perception/ 
attribution can pose a major obstacle to change from the therapist’s perspective, 
in that couple therapists are always aiming for much more dyadic, relational, inter- 
actional formulations of couple problems and couple interventions. 
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Question: Think of at least three different ways to understand why a 
given couple might “agree” that one of them “is” the problem 
between them. How would these different understandings lead 
to different therapeutic strategies or interventions? 


Clearly, Nick and Eve’s ability to collaborate toward negotiated change was 
significantly compromised by this lopsided dynamic, and they were experienc- 
ing a large degree of emotional polarization between them. The IBCT treatment 
plan, therefore, would need to focus first on developing greater mutual accep- 
tance and intimacy to create a more shared collaborative set. Only then would 
we be able to successfully incorporate behavioral techniques to improve their 
communication, sexual relationship, and reciprocity skills. Whether Nick and 
Eve would have the willingness and endurance to tolerate this counterintuitive 
approach was the question. 


The Theme 


An obvious starting place for acceptance work with Eve and Nick was to focus 
on their destabilizing theme, which stood out clearly in the therapy room. The 
theme is an important part of the formulation in IBCT, in addition to the polar- 
ization process and mutual trap to encourage unified detachment. The IBCT 
theme explains how couples turn differences into problems; simply put, each 
partner’s role in the theme pushes the other partner into a more extreme version 
of their own role and so they polarize and become stuck. Once couples become 
more aware of recurring patterns and their consequences, blindly engaging in 
these patterns becomes more difficult, and their disagreements should become 
less destructive (Jacobson & Christensen, 1996). 

Formulation work presents at least two distinct challenges. The first chal- 
lenge is to develop a theme in collaboration with the couple that fits their par- 
ticular dynamic. We often start with an “off-the-rack” theme, such as demand— 
withdraw, and over the course of several sessions gradually tailor that theme to 
the specific couple. Uncovering a couple’s unique theme often involves a lot of 
dead-ends and false starts, but as the customized theme eventually emerges, 
the couple should resonate more with it and become more attuned to it in the 
moment. This speaks to the second challenge of formulation work, which is that 
it often takes repeated presentations of the theme before the couple can begin to 
see it for themselves. Much like a fish in water, couples’ themes are often such 
a pervasive part of their environment that they simply cannot easily detect it 
unless it is brought to their attention. 

In Nick and Eve's case, I initially considered several possible themes to 
capture the distinct dynamic that was impeding their intimacy: demand— 
withdraw, control-responsibility, parent—child, aggressive—passive, responsible— 
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irresponsible, work—play, powerful-impotent, mature-immature, worried— 
carefree. I was cognizant of the potentially offensive or emasculating implications 
of some of these labels, a real risk as I tried to maintain rapport with both of 
them in the early stages of therapy. My goal was to identify a theme that was 
palatable to both Eve and Nick while still accurately reflecting their powerful 
imbalance. 

After the IBCT initial conjoint intake and individual assessment interviews 
with each of them, I began describing the theme in the fourth IBCT session, the 
feedback session: 


“The two of you clearly have a conflict over how active your roles are in tak- 
ing care of household and financial responsibilities, and how you spend your 
free time, and in your sexual relationship. I see these problems as reflecting 
a more general struggle about mutuality in your relationship. It’s also of 
note that your disagreements follow a certain storyline, a narrative, that the 
two of you created and you both seem to believe. The storyline goes some- 
thing like Eve is making responsible decisions and taking care of things 
while Nick is trying to learn but is failing. And as you both described, 
the origins of your respective roles are clearly understandable from your 
childhoods, with you, Nick, being the youngest, easy-going child who was 
often directed and felt incompetent at times, and Eve, with you being the 
oldest, parentified child who was responsible for everyone else. However, 
this ‘student-teacher’ dynamic may be getting you stuck, because although 
you have fallen into an agreement about the reason for your unhappiness, 
neither of you are actually satisfied with the result. Instead, you each feel 
more distant from each other.” 


As I described the theme in terms of a teacher—student dynamic, I empha- 
sized that both of these roles were reasonable attempts to benefit the relation- 
ship. The mutual trap they were stuck in was not either of their faults, but rather 
was an understandable result of this dynamic between them. My summary also 
introduced their lack of collaborative set, a significant roadblock to the intimacy 
they desired. When I asked them whether they wanted to commit to the first 10 
sessions of IBCT, explaining that therapy often feels worse before it gets better, 
they readily agreed, stating they were willing to do whatever it took to improve 
their relationship. Time would tell if that was indeed the case. 


Early IBCT: Grappling with the Theme 


Eve and Nick came in to our fifth IBCT session (the first session after the assess- 
ment and feedback process) looking upbeat and positive. I had assigned them the 
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homework of noticing the teacher—student dynamic as it came up over the week 
and bringing in examples. In IBCT we do not necessarily expect couples to do 
the homework in exactly the way it is assigned, but instead recognize that how 
partners grapple with the task will give us important information about their 
relationship process. Nick and Eve proved this point. When I asked about the 
homework, Eve took out a list of instances over the week when Nick had acted as 
“the student”—not completing household chores and not expressing tender emo- 
tions to her. Nick also meekly mumbled about an instance when he had been 
upset by Eve's lecturing, although he felt it was own his fault. Not surprisingly, 
their responses to the homework indicated that they were not yet noticing both 
of their roles in the student—teacher dynamic as I intended, but were instead con- 
tinuing to enact it. Thwarted here, I decided to try another approach: drawing 
attention to their dynamic as it occurred in the therapy session. 


Various out-of-session “homework assignments,” structure-challenging tasks, and 
so forth, are common in couple therapy and are extremely valuable. Still, it may be 
that the ultimate power of couple (and family) therapy may lie in the simple fact 
that in couple therapy, the therapist has direct access to the problem in its (more) 
natural environment, facilitating not only change, but also generalization of change 
to life outside the consultation room. 


Question: Besides simply having both partners in a distressing relationship 
in the office rather than working with either of them separately, 
what are some ways couple therapists can intervene to improve 
the chances that changes that take place during therapy sessions 
will carry over into “real life,’ and maybe even expand in real 
life? 


I only had to wait a few minutes for the opportunity to arise. It came while 
Eve was talking to Nick about his lack of tenderness toward her. 


EVE: (to Nick) You never tell me how you feel about me. I believe you love me, 
but I have no idea what you really feel about me. (zo therapist) He never really 
tells me his emotions. He doesn’t tell me how he feels about me in his life. 


NICK: There’s an inadequacy I feel about how to respond. 


THERAPIST: It’s clear that you both want to feel loved. And it’s interesting 
because I’m noticing a little bit of the dynamic right here. 


Eve’s statements had the flavor of a teacher—parent conference, in which 
she was informing me of Nick’s failures in the third person. Nick, on the other 
hand, was avoiding conflict by criticizing himself and addressing me instead of 
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Eve. Fortuitously, another opportunity to point out the theme arose in the same 
conversation: 


EVE: There’s not enough tenderness between us. He has no concept of expressing 
tenderness. It’s something I’ve been saying to him for a long time. 


THERAPIST: It sounds like you're feeling a deep craving for something you didn't 
get asa child. And I guess my question is: Is there a lot of intimacy between 
a teacher and a student? 


EVE: (pause) Probably not. (to Nick) I don’t want to be your teacher. 


Hope ran through me, as Eve’s statement was the first indication of her 
recognition that her own teacher role was also negatively affecting the relation- 
ship, as was Nick’s student role. At the end of the session, I reassigned them the 
homework of noticing the student-teacher dynamic over the week and clarified 
that they should also be watching for their own role in the dynamic, not just for 
complaints they have about their partner’s role. Tempering my optimism, how- 
ever, was my growing apprehension about Eve and Nick’s reaction when they 
would begin to fully grasp the meaning of the teacher—student theme. Their 
established narrative to this point did not involve Eve nor any dynamic they were 
both contributing to. Acknowledging the theme could potentially shake up their 
established relationship balance, destabilizing them and the therapy. Indeed, 
when they came back in for the sixth session, the tension was mounting. 


EVE: (zo Nick) See, this is the problem: Youre still operating as if you were a kid. 
I resent saying this has to be done, and then you resent when I say it. You 
need to be an equal partner. If you don’t like my systems, great, but you're 
not doing anything to help. It’s like a parent-child thing. 


THERAPIST: Much of what you are saying seems to fit into this dynamic. These 
patterns tend to have a life of their own, with both people contributing 
equally. Although it’s not a theme that either of you wants or likes, there is 
something that perpetuates it, probably coming from the roles each of you 
have played for a long time. 

Eve: I would think after all these years he should be ashamed when he says, 
‘I don’t know how this house runs.’ Decisions should be made jointly, but 
they're not because he doesn’t know to do the bills, how much is due each 
month. 

THERAPIST: Nick, what feelings are coming up for you? 

NICK: I feel incompetent, childish. I can’t do these basic things that I know other 
people are doing. I don’t consider myself lazy or a playboy, but my energy 
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level at home is not good. I don’t see work first, I see what can I get out of 
first. 


THERAPIST: It sounds like you feel guilty. Like something’s wrong with you. 


NICK: I have resentment toward my family. I wasn’t made to do anything. Maybe 
my childhood should have been more structured. 


Their habitual scapegoating of Nick, again reflecting their lack of collabor- 
ative set, was remarkably stubborn and difficult to shift. Nick was still unaware 
of his role in the dynamic, but was instead automatically playing the role of a 
meek student in therapy. Eve was beginning to grasp the meaning of the theme, 
but her natural impulse was to fall back on “teaching” Nick how not to play the 
part of student. The problem was that as Nick made himself a more bumbling 
student, Eve became a more domineering teacher, and vice versa, leaving them 
both frustrated and resentful. The following opportunity to point out Nick’s role 
in real time arose in our eighth session. 


THERAPIST: Nick, you started out saying that you've mistreated Eve for many 
years. 


NICK: Well, taken advantage of—mistreated sounds bad, more taken for 
granted. 


THERAPIST: Here’s the thing about those statements: It feels like those state- 
ments are when you become the “student” in here. It’s a comfortable place 
you go to. This seems like an example of when it comes up for you. 


Nick paused, looking straight at me, and then said, “OK.” Like something 
clicked. 


Getting Worse before Getting Better 


Despite these early moments of recognition of the theme, as is often the case, 
it was a “two steps forward, one step back” process with Nick and Eve. There 
were several weeks when I began to feel like a broken record, and wondered how 
this repetition was affecting them. I would note instances of the pattern for sev- 
eral sessions with little response, then for a session or two they would notice it 
themselves, then not again. Nick came to several sessions saying something like, 
“We're failures,” and they would subsequently describe problematic interactions 
that fit perfectly into their student-teacher theme, or they would enact their 
roles quite clearly in session, with little insight into their process. So, we would 
discuss the theme again, and then again. However, this focus on the theme also 
continued to destabilize them, especially Eve. They had spent more than 15 
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years relying on this dynamic to protect each of their deepest vulnerabilities: 
Nick acted as a student so that he could safely avoid conflict, and Eve played the 
role of a teacher so that she could control her lifelong anxiety. Recognizing this 
pattern as problematic was understandably threatening for each of them. I wor- 
ried that the building pressure could rupture our therapeutic relationship. 

In our eighth session, when we were again discussing the theme, Eve neared 
a breaking point. “I surrender,” she said with hopelessness and anger in her voice. 
“T have no fight left. I don’t know what to do or say.” Recognizing the dynamic in 
the relationship was pushing Eve into an untenable dilemma. She was becoming 
sensitized to her tendency to teach Nick, and at the same time she continued to 
feel compelled to do something, without knowing what to do. Nick at the same 
time displayed hopelessness about altering his student role, once saying, “If it 
was something that I knew more about than she, like fixing cars, then I could be 
the teacher.” I momentarily halted the session to regroup, and checked in about 
whether they were willing to continue the painful work of addressing their pat- 
tern. Although they expressed commitment to continue, I remained concerned 
about their increasing desperation. I also feared losing rapport with them and 
especially with Eve, still the decision maker in the relationship, which would 
likely jeopardize our work. Spontaneously, an idea came to me from the toler- 
ance strategies in IBCT. I wondered if it would be more effective if we shifted 
our focus away from “recognizing their roles,” reframing it instead as “taking 
care of themselves.” Promoting greater self-care is a technique that IBCT uses to 
increase tolerance of the other partner’s painful behavior. Despite Nick and Eve’s 
allegiance to their respective roles, Eve clearly also wanted relief from the burden 
of controlling everything so tightly. Similarly, one of Nick’s lifelong wishes for 
himself was to have a greater sense of agency. When we began exploring this, 
Eve described that taking care of herself would mean not worrying so much 
about every detail of the housework, spending time reading her favorite books, 
going out to dinner with friends, or just relaxing in front of the television. Nick 
explained that taking care of himself would involve “being vocal about how I 
feel. I usually just go along with what she wants, but there will be times when I 
don’t want to do what she’s suggested, and I could let her know.” Not only was 
this what they wanted for themselves, this was want they wanted from each 
other! Furthermore, these self-care actions were outside of their teacher—student 
pattern. I commented in a session soon after: “Eve, it feels like for you taking 
care of yourself would be trying to let go of control of things, even when you get 
triggered and feel very nervous. For you, Nick, taking care of yourself is express- 
ing yourself and not hiding how you really feel or what you really think. If each 
of you take care of yourselves in those ways, that would not be the student— 
teacher dynamic. That would be something different.” 
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Toward Acceptance 


Nick and Eve came in to our tenth session after the holidays with a lighter step 
than I had seen in several sessions. Nick was recounting his family’s holiday 
gatherings when the conversation quickly turned to his relationship with Eve: 


NICK: My mother did the best she could, because my father was sickly. My father 
didn’t know how to show he loved me. I think I have some of that, too. (/ook- 
ing at Eve) I love you, but I don’t know how to show it. 


EVE: Yeah, I know you love me, but not in the ways that I would like to feel 
it or see it. I think I could be better toward you too. Because your mother 
never hugged, hardly ever said she loved you. Do you feel it from me or no? 
I could be better. 


NICK: It could be better. It’s a fault we both share, the same fault. 


I was so moved by the couple’s empathic joining and unified detachment 
occurring in front of me, and how markedly different this was from previous 
sessions, I could barely contain my enthusiasm. 


THERAPIST: This is a huge step toward what we're trying to do! You can empa- 
thize about your problems in an objective way, and may even be able to use 
those problems to be closer, though that seems counterintuitive. 


NICK: A shared problem. 


EVE: I can kind of see what you're saying. I’ve never heard him say that before, I 
never realized we do have that shared problem. 


It appeared that Eve and Nick’s new focus on taking care of themselves was 
facilitating their ability to discuss their relationship difficulties together in a 
much more intimate and collaborative way. 

Even given this progress for Nick and Eve, we needed to take it a step fur- 
ther. In the true spirit of acceptance, the goal was not just to notice their pattern, 
but also to work toward increased acceptance of each other’s roles in the theme. 
Although partners can limit the damage themes do, and even use them as inti- 
macy bridges, themes do not usually completely disappear. Nick and Eve would 
probably always be vulnerable to falling into their respective roles of teacher or 
student, but noticing it when it happens with humor and compassion would be 
much healthier and more loving than blaming themselves or each other. Nick’s 
propensity to go along with others was something that was deeply ingrained, 
and really was a positive attribute of who he was. Similarly, Eve’s intense emo- 
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tions were not likely to go away and were part of her uniquely passionate person- 
ality. IBCT’s tolerance technique of “highlighting positive features of negative 
behaviors” was useful here. I asked Eve to imagine what would happen if she was 
married to another “teacher” and Nick to imagine if he was married to another 
“student.” Both of them laughed as they recognized that double doses of either 
of their personalities would be a disaster, and discussed how their spouse’s differ- 
ences did indeed complement themselves and benefit the relationship. 

True to the theory, after integrating the acceptance work over many weeks, 
Eve and Nick reported that although their arguments continued to occur, they 
became shorter and less destructive. In our twentieth session, Nick’s job again 
unexpectedly transitioned him to another shift under uncertain circumstances. 
Although Eve reported she still “freaked out” as she would have previously, she 
did not withdraw from Nick this time, and they were still able to enjoy a date 
they had preplanned. In a later session, they reported noticing and naming their 
pattern in real time when it started happening, which immediately deescalated 
it. The student-teacher theme appeared to be loosening its powerful grip. 


TRADITIONAL BEHAVIORAL COUPLE 
THERAPY TECHNIQUES 


As the theme work continued to increase Eve and Nick’s acceptance, intimacy, 
and collaboration, this opened up the opportunity to introduce traditional behav- 
ioral techniques to directly target their initial complaints of communication and 
sex. We began with general communication training after I gave them each an 
instructional chapter to read at home. The method for communication training 
built directly on the efforts that Nick and Eve had already been making in rela- 
tion to the student-teacher dynamic, requiring Nick to express himself openly 
and Eve to listen attentively in order to paraphrase accurately. It also constrained 
Eve’s statements to a reasonably brief duration so that Nick could paraphrase her 
and forced Nick to listen openly instead of presumptively. It leveled the play- 
ing field, making each of them alternately and flexibly play the roles of speaker 
and listener. Nick and Eve first practiced this communication skill in therapy to 
discuss a relatively safe topic—their bathroom renovation—and later to discuss 
a much more emotionally loaded subject—their sexual relationship. During the 
latter, Nick opened up for the first time about how the years of trying to become 
pregnant had impacted his enjoyment of their sexual relationship, to which Eve 
responded with relief and appreciation for his honesty. These mutual conversa- 
tions allowed them to behaviorally enact the growing intimacy between them, 
and several times later in therapy they requested to use the technique again to 
discuss various topics. 
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Soon after, I introduced a prototypical behavior exchange (BE) task, as illus- 
trated by Jacobson and Christensen (1996). While Nick and Eve had made prog- 
ress toward better self-care, their need to take better care of each other remained. 
The BE task began with each of them making a list of actions they could do 
to increase marital satisfaction in the other. Eve listed that she could “be more 
physically affectionate, by touching and hugging,” and “allow Nick to decide 
how he cooks or cleans up without criticizing.” Nick said he could clean the 
bathroom, initiate conversations with Eve about their retirement plan, and hold 
her while they were watching movies. They were then each assigned to indepen- 
dently and privately pick one or two relatively simple actions from their own list 
that they could do each week and notice how it affected their spouse. I checked 
in on this homework each following session, as Nick and Eve customized the 
assignment to work optimally for them. It was important to Nick that his car- 
ing behaviors were originating from his own autonomous intent. Initiating these 
acts moved Nick out of the “wait and see” stance into a more active role in his 
relationship with Eve. On the other hand, it was initially challenging for Eve to 
feel comfortable doing things for Nick, as it reminded her of being taken advan- 
tage of as a child. We explored whether caring for Nick could also paradoxically 
serve as self-care, and indeed she experienced evidence of this reciprocity in their 
improved sexual relationship. These were precisely the actions that Nick and Eve 
longed for from each other when they initially presented for therapy, and they 
both clearly appreciated the improved quality of their relationship. 


TERMINATION, UPS, AND DOWNS 


As the summer neared, so did the end of our second round of ten therapy ses- 
sions, and we prepared to terminate our work together. 


Available data suggest that about three-quarters of the courses of couple therapy 
last fewer than 20 sessions, and that, on average, couple therapy lasts about 8 
to 12 sessions. Interestingly, while behavior therapy, including behavioral couple 
therapy, is often seen as being very brief, both the behavioral cases in this case- 
book lasted well over two dozen sessions. 


Question: On average, how long does your work with couples last? What 
seem to be the main factors that affect the length of therapy 
with couples? 


I noticed how fond I had grown of this couple, over almost 2 years and 
28 sessions, and how difficult it was going to be to say goodbye. Although my 
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goal had been to address the major areas that appeared to be hindering Nick 
and Eve's intimacy, additional issues still came to mind that we could have dis- 
cussed, although I recognized the inevitability of that unfinished feeling. I was 
impressed by the risks they had taken during our work, how vulnerable they 
had made themselves, and how tenaciously determined they had turned out to 
be to improve their relationship. I expressed my admiration and gratitude con- 
cerning their efforts in therapy. They also graciously shared their appreciation. 
Eve said I “had gotten her to give up control more than she ever had before.” 
Nick pinpointed the theme work as most beneficial for him, and I was pleased 
this had facilitated his developing assertiveness. I wondered, however, whether 
Eve’s statements reflected her desire to be the “perfect client” in therapy, just as 
she had to be the “perfect child” in her family of origin. And was Nick trying 
to be a “good student” by telling me all he had learned? Still, their marital 
distress scores had improved over the course of therapy, such that they were 
much more satisfied in their relationship than they had been at their Booster 
MC. More tellingly, perhaps, the issues that they had been struggling with 
overtly—sex and communication—had by their own report begun to improve 
considerably. However, given that relapse is such a common concern for couples 
like Nick and Eve, they may ultimately be ideal candidates for regular annual 
checkups to monitor and maintain their relationship gains. 

In our second-to-last session, Nick and Eve anxiously asked what they 
would do if they needed more assistance after we finished therapy. Although the 
university clinic would be closed for the summer and I was ending my time as 
a therapist in the clinic, I assured them they could call the MC lab at any time 
for a referral to a couple therapist in the community. I also anticipated that highs 
and lows likely still lay ahead for Eve and Nick, predicting that the upcoming 
weeks were likely to resemble the fluctuations of the last couple of years. I hoped 
they were adequately prepared for these potential relapses, especially if circum- 
stances in their lives again became more stressful. 

Indeed, Eve and Nick’s relationship still experienced ups and downs right 
through the last session. To my delight during the final session, Nick confi- 
dently summarized, “We can’t force each other to be the same as each other, 
but we both are happier in the relationship if were each working toward our 
individual goals.” However, also in our last meeting, Nick and Eve told a story 
from the day before when Nick had planned to buy a “kiddie” ice cream cone, 
but changed his mind and got a small instead. Eve became very upset and 
lectured him about his problems with cholesterol; Nick ultimately agreed he 
should have gotten the kiddie cone. Oh, yes, the student-teacher theme lived 
on. Our hope now was that they could continue to build on the intimacy they 
had gained from the MC and IBCT to move toward the type of relationship 
they desired, theme and all. 
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CHAPTER 16 


The Me Nobody Knows 
Attachment Repair in Couple Therapy 


MARION F. SOLOMON 


Hona beings are prewired to develop emotional bonds with intimate oth- 
ers, and our wiring is strengthened or frayed in relationships with important 
people throughout life. Our earliest patterns of interacting become the relational 
prototype (Bowlby, 1969, 1973, 1980, 1988) that we develop and carry through 
a lifetime of relationships, each one of which bears the remnants of our earlier 
interactions. Separations, prolonged disruptions, and traumatic experiences at an 
early age are repeatedly recapitulated unless some intervening event—a repara- 
tive relationship—gives coherence to chaos (Hesse, Main, Abrams, & Rifkin, 
2003; Schore, 1994; Siegel, 1999). 

Attachment history strongly influences brain development, memories, and 
narratives of self and other, and emotional experience is linked to the core of 
attachment security (Trevarthen, 1980, 1990, 1996). Damage and healing alike 
can occur in relationships with parents, siblings, important friends, psycho- 
therapists—and intimate partners, between whom the prospect of earning secure 
attachment (Main, 1995) and the sense of emotional safety it confers. 

This chapter describes a therapeutic approach that integrates attachment 
theory with the neuroscience underlying emotional connection. It demonstrates 
how couples who meet, fall in love, and get married can come to see each other as 
the cause of anxiety, distress, and danger—and it illustrates how the therapeutic 
model can support the development of reparative bonds and earned security. 


© Copyright 2010 by Marion F. Solomon. 
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EARLY ATTACHMENT AS THE PROTOTYPE 
FOR EMOTIONAL BONDING 


Research on attachment theory €.g., Ainsworth, Blehar, Waters, & Wall, 1978; 
Main, 1995) and the neuroscience (e.g., Schore, 1994, 2003a, 2003b; Siegel, 1999) 
underlying intimate connections (from attachment theory: Bowlby, 1958, 1969, 
1983; Ainsworth et al., 1978; Hesse & Main, 1999; Main, 1995; from trauma 
treatment: Ogden & Minton, 2000, van der Kolk, 1996; from neurobiology: 
Schore, 1994; Siegel, 2007; from mind—body healing: Ogden, Minton, & Pain, 
2007; from psychodynamic therapies: Grotstein, 1987) confirms that the ability 
to bond with another as well as the kind of bond that is formed are wired into the 
central and autonomic nervous systems throughout the lifespan. There has been a 
groundswell of understanding of the effect of interactions on personality develop- 
ment as well as the effect on physical and emotional well-being throughout life. 

The total vulnerability of infancy requires a sense of safety with an all- 
powerful, loving being; babies wither and can even die without an emotionally 
as well as physically present caretaker. If attachments are not secure early on, the 
residue of the need remains. No matter how grown-up, achievement-oriented, 
and successful, the insecurely attached child remains insecurely attached, with 
a constant yearning to find someone who will know, understand, and be accept- 
ing. 

In couples where one or both partners have a history of attachment failures 
early in life, before the brain was ready for words or thoughts to explain the 
cause of painful experience, explosive enactments or total withdrawal are com- 
mon as the two unconsciously play out old attachment patterns, hoping that this 
time the outcome will be different (“This time I will be loved, accepted for who 
I am; I will not be afraid of being hurt or abandoned”). Whatever is unresolved 
will continue to surface: people who come into new relationships with a fragile 
or guarded sense of self rely on protective defenses to ward off the possibility of 
reexperiencing distress in relationships. 

The inevitable recapitulation of early attachment patterns with an adult 
partner evokes intense emotion that affects the processes of reasoning and deci- 
sion making and distorts the capacity to respond appropriately. For example, 
early ambivalent attachment (in childhood classification) results in angry/resistant 
behaviors (the adult manifestation) such as clinging, pursuit, and even aggres- 
sive attempts to obtain a response from the loved one; and avoidant attachment 
involves a suppression of attachment and needs, and the shutting down of emo- 
tion (Ainsworth et al., 1978; Johnson, 2003). 

It becomes difficult to distinguish between impulses of anger, the arousal 
of anxiety, and early learned defenses against frightening or painful affect. It is 
common for a person who is unable to identify and describe emotion to substi- 
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tute anxiety or defense for conscious feelings. Frequently, the unconscious takes 
over and instantly internalizes the rage or other painful feelings such that the 
person does not even experience them but instead yields to the impulse to act or 
to project the feelings to someone close at hand. 

Early injuries make us vulnerable to engagement in unsatisfying relation- 
ships later in life. Key moments of emotional disconnection (Fosha, Siegel & 
Solomon, 2009; Solomon, 1989) between partners spark negative cycles, e.g., 
demand—withdraw or attack—defend (Johnson, 2003), that take over the rela- 
tionship where there is a history of attachment injuries such as abandonment 
and betrayal at times of intense need (Johnson, Makinen, & Millikin, 2001; 
Makinen & Johnson, 2006). Strong emotional impasses prevent the restoration 
of connection and trust. 

But there are ways to create relationships that provide the love bonds we 
need for emotional and physical well-being. Key moments of bonding restore 
connection, create new positive emotions, and provide an antidote to negative 
cycles. We see in the case of Rick and Aviva how healing a relationship can lead 
to the development of earned secure attachment between insecure partners. 


RICK AND AVIVA 


I received a call late on a Friday afternoon. Rick identified himself with a list 
of his accomplishments as an art collector and philanthropist in the art world. 
He asked if I could possibly fit in a session with him and his wife over the next 
couple of days: “It’s urgent. If something doesn’t change, I’m going to file for 
divorce.” As I had no openings in the next week, I suggested a referral to another 
couple therapist. “No, we'll wait,” he replied. 

Without speaking to his wife, he made the decision. I already had some 
sense of what to expect when I met him. 

Ten days later, when I opened the waiting room door to greet them, I found 
Rick, a slender, perfectly proportioned bundle of energy, and his wife, Aviva, 
almost a head taller than her husband, walking in with a deer-in-the-headlights 
look. I wondered what it meant. 

I asked the couple how they felt being here with me. Aviva replied, “We 
tried marriage therapy 3 years ago, and the therapist fired us.” 

“What does that mean?” I asked. 

“She told us that we each needed to come in separately to work on our 
individual problems,” Rick explained. “We tried it for 6 months, but nothing 
changed. When I asked when we could come in together to talk about the prob- 
lems we still were having, she told us we had too many individual problems to 
resolve, and she couldn’t help our marriage.” 
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Certainly, it is very common for partners in a conflicted relationship to believe that 
meaningful change is not likely unless and until each partner adequately addresses 
“his (or her) own issues.” A more extreme version of this view happens when both 
partners agree that it is the “individual” problem of one partner that is at fault in 
the relationship. 


Question: Assuming you have had an opportunity to meet with both part- 
ners together and think couple therapy is called for, how would 
you handle either of these shared couple attributions/perspec- 
tives? 


“That must have been very confusing and discouraging for you,” I said. 

“T’ve been afraid to start again, if our marriage is in that much trouble,” said 
Aviva, her body slumping down and not looking at Rick or me. 

“The form you've filled out here says that you have been married for 23 
years. You tried therapy 3 years ago, and even though the therapist didn’t know 
how to help you, your marriage survived. So there must be some strong bonds 
here. Let’s see if we can find out what’s positive in the relationship and what you 
would like changed.” 

Rick replied, “We have no sex, no talk, no fun together. I give her every- 
thing, and she’s not happy.” 

“Has it always been like this,” I asked, “or is it recent?” 

“We used to get along great. But something is wrong now. Aviva just doesn’t 
seem interested in me, or in what I am doing.” 

“It’s always me,” interjected Aviva. “Rick is always dragging me into things 
I don’t want to do. He’s always going to art shows, meeting people he thinks we 
should know. I’m an artist. I need to be in my studio working, not socializing.” 

“Didn't I build you an art studio in our new house?” Rick replied quickly. 
“We should be having a wonderful life, and you hardly talk to me.” 

Aviva’s angry retort: “You build a house that I didn’t ask for, then get busy 
with your work and tell me to be there for the contractors to finish the job. I 
cannot do my work. I feel sabotaged.” (pause) “No! I’m not going back to the new 
house anymore. I’m happy where we live.” 

“OK,” replied Rick. “I can do it. I can meet the contractors and finish the 
house; and you can work on your art.” 

“How can you possibly do it? You have three other projects going,” she 
said. 

“I can do it,” he replied firmly. 

“Well, the whole thing overwhelms me. Our Cig life overwhelms me. I need 
to focus on my work and I need my rest.” 

“I know that, Vivi,” said Rick, with some compassion. “I can do it. I don’t 
get tired. I know you do.” 
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Clearly, Rick and Aviva had different energy levels and expectations of 
themselves and each other. And there is something going on when Rick says 
there is no talking. They talk here. What is not being talked about? 

I said, “I can understand why therapy could seem like such a daunting 
prospect. You stopped being able to talk to each other about subjects that are 
very painful. You are both in a lot of pain. When you went for help with your 
marriage, you were dismissed by your couple therapist, and now there is a fear 
that the marriage will end if it doesn’t get fixed.” 

Aviva replied, “It’s like Damocles’ sword hanging over us. If I do open up, 
Rick gets enraged and refuses to talk to me.” As she talked and Rick sat looking 
at her, I could feel the tension in the pit of my stomach and recognized how hard 
it would be for her to open up. 

Here they were in an impasse, both threatening to disconnect, neither 
knowing why this was happening. Yet although there were no children keeping 
them together, some powerful force was keeping the relationship going despite 
their difficulty in communicating and their distancing from each other. 

Perhaps, I said, other things in the marriage or in their lives long before 
they met each other are affecting their current situation. I asked whether they 
might be interested in exploring what these things might be. Both nodded, and 
I took this as a sign that I might begin to go beneath the surface. 

But first, seeing the tension in the way that they were each sitting, Rick 
in the corner of the couch in my office, his arms crossed around his chest, and 
Aviva still with her deer-in-the-headlights look, I knew we could not go far in 
our work without doing something to provide a sense of safety. 


Couple partners often differ quite a bit in terms of what they seem to need 

early in therapy to experience such a “sense of safety.” For example, some 

are calmed and feel accepted by the therapist by being offered a solid dose of 
empathy, while others feel safer when they are provided direct feedback about the 
nature of the couple difficulties, explanation of possible treatment approaches, 
and so forth. 


Question: How do you deal with such differences between partners in 
their understandable need to feel safe with you? Do you ever 
find a tension in yourself in relating so differently to the part- 
ners, perhaps concerned that one of them may see this as taking 
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the other partner’s “side 


I wanted to move away from the high-anxiety, cortisol-producing stress 
level in the session at that moment, so I inquired about how the two of them 
came together. “Tell me a little more about you as a couple. How did you meet? 
How did the relationship progress?” 
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This question invites a couple to revive moments of positive feelings in their 
relationship. Rick and Aviva began sharing memories of their first meeting at 
an art gallery opening, and soon they were laughing about how shy he was, how 
afraid to go over to her to start a conversation. Aviva remembered how unin- 
terested she was in dating anyone at the time, as she wanted to dedicate herself 
totally to her art. 

“Besides,” she added, “I never knew a happy marriage. Our family just 
doesn’t do marriage well; not my parents, not my sister; everyone gets divorced. 
I didn’t expect that I would be the one person in my family who could be hap- 
pily married. But when Rick came over, I liked talking with him. And he wasn't 
pushy like a lot of men.” 

“I don’t know where I got the nerve, said Rick. “Here was this lady: tall, 
beautiful, aloof . . . she seemed to be so sure of herself. And here I was, poor, 
just graduated from art school, no one she would be interested in. But I couldn’t 
take my eyes off of her. She was like a magnet pulling me toward her, and I just 
walked over and said hello.” He stopped and smiled, “We were together from 
that day on. I had nothing to offer but my appreciation of her, and my ambition 
to succeed. I was determined to give her everything she could ever want. And I 
have. I achieved more than I ever had hoped for. But I can’t make her happy any 
more. She just doesn’t talk to me.” 

Aviva interrupted at that point. “You never want to talk to me about any- 
thing except your business, your real estate, and your art galleries. Then you 
want sex. It just feels wrong. Then you say that you are going to divorce me if I 
don’t come to therapy to work on it. That’s not very promising.” 

Her concern that Rick would leave her matched his concern that there was 
no way to regain the support each of them had felt during the early years of their 
relationship. Rick said, “I love Aviva. I want to be married to her, but I worry 
every time she says ‘we have to talk’ that she’ll tell me she’s filing for divorce. 
I dont want a divorce from her. I just had to do something to get her to see a 
therapist with me. We can’t go on like this.” 


THE ATTACHMENT INTERVIEW 


I suggested that we might get a better picture of what is going on if we did a 
modified version of the Adult Attachment Interview developed by Mary Main 
(Main, 2000; Tatkin, 2006) as a research tool and an instrument to predict 
parental attachment. As adapted for use with couples together, it has value for 
assessment but also, more important, for intervention. Through interview ques- 
tions, partners come to recognize their own and each other’s attachment patterns 
and also the reflexive, psychobiologically driven defenses unique to each of them. 
Questions include: “Who put you to bed at night?” (Tatkin, 2006) “Whom 
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did you go to for comfort when you were hurting?” “Give me five words to 
describe your relationship with your mother when you were very young.” “Give 
me examples of each word.” “Now do the same for your relationship with your 
father.” What is sought in the interview are signs of attachment patterns— 
secure, whereby the child feels loved just for just being, without conditions; and 
two kinds of insecurity, avoidant or ambivalent (angry/resistant in the adult). 

Rick and Aviva explored with me their respective relationships with their 
parents and siblings in the next two sessions. 

We began with Rick, who talked about living in a very poor but united 
family. He had three sisters, but he was the one in the family who was groomed 
to succeed, the one to go to college. But when he was 7 years old, he was hit by a 
car while riding his bicycle. He was in a coma (he wasn't sure for how long), and 
it took him a long time to recover. Although his parents were comforting, they 
wouldn't listen to him when he said that he was having difficulty learning: his 
thinking was not clear, and he felt that his brain was not working properly. His 
parents did not want to hear about it. “They must have been frightened as I was,” 
Rick added. He was not sure whether the aftereffects of the injury were good or 
bad. He remembered feeling increasingly distant from the rest of the family. “I 
didn't feel angry with them; they just didn’t understand me, and I didn’t under- 
stand why they lived such a small life.” 

Rick said that he didn’t think the growing distance between him and his 
parents affected him negatively. He lost interest in their goal for him, that he 
do well in school and become a physician as his uncle was. He developed a lot 
of interests that his parents did not understand. He learned to fly planes, drive 
speedboats, and to compete in everything he did. “I grew up with a determina- 
tion to succeed and did, so I guess the bicycle accident had no long-term conse- 
quences.” He skipped college and devoted himself to two passions, art and real 
estate. He loved the “high” he got from putting deals together. “I never grew as 
much as other kids, but I could make up for it by standing on piles of money.” 

He said he had a good relationship with his parents now but saw them only 
occasionally; he felt that they live in slow motion. He had bought them a home 
in which they now lived with two of his sisters. His youngest sister was the one 
who had gone away to college, then got married and divorced and moved across 
the country; he saw them when the family got together for the Christmas holi- 
days. 

I asked him whom in his current life he feels closest to. “Aviva,” he replied. 
And yet they are in therapy because he feels distant from his wife. I thought 
of him as insecure/ambivalent (reminiscent of angry/resistant infant-childhood 
attachment behavior). Rick wanted more closeness and recalled closeness with 
his mother and father until he was 7 years old. He also recalled in the trauma of 
the bicycle accident that his parents could not listen to his fears that something 
went wrong with his brain. He felt very secure in his marriage at the beginning, 
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but here also something went wrong. Something had been going wrong in his 
relationship with Aviva for the past 7 or 8 years. 

Rick then said that even though he had had some difficult times as a child, 
they were nothing compared to what Aviva went through, and was still going 
through, with her mother. Rick said he always had known what she was up 
against and heard her talk about her own fears of going crazy like her mother. 
Aviva nodded, and said that her mother still called and sometimes wanted to get 
together. She acceded because she thought that whatever her mother did in the 
past was beyond her control: “She was really pretty crazy and couldn't help it.” 

Aviva began slowly and seemed to grow less and less anxious as she talked 
about her family history. I learned that she was the older of two daughters in a 
very chaotic household. Aviva made herself responsible for regulating her moth- 
ers moods. Her mother, she said, is “bipolar,” and in her worst phases was violent 
and out of control. Her younger sister fought back and was often beaten. Aviva 
avoided trouble by becoming very sensitive to signs of her mother’s changing 
moods, a skill she managed to use very successfully most of her life. 

She remembered the time when her dad left the home. She recalled that she 
was not yet in school at the time, perhaps 4 or 5, and ran out of the house, chas- 
ing after her father, and screaming, “Don’t go, don’t go!” 

I asked Aviva if she could try to hold the image for a moment of running 
after her father and screaming, and see what came up. Aviva had a moment of 
tearfulness, then a frozen look; I sensed the dissociated reaction. 

Rick reached out to take her hand. Slowly she came closer to him and finally 
snuggled into his arms. I saw how he regulated her deep affective core, and how 
she responded like a small child. This was the first sign of mutuality of emo- 
tional regulation between them. She responded when she felt him reaching out 
to her. 

Aviva began crying and recalled being stricken by panic when she sensed 
that “Daddy would never come back to them... . And he didn’t,” she added. 

At this moment they seemed very connected. There is a reason why each 
chose the other. What attachment needs did they want each other to meet? 
What wounds did each seek to heal? What does it mean in terms of their rela- 
tionship over the years that they have been together? What stressors reconnect 
to old traumas and interfere with their current attachment bonds? 


These are obviously the kinds of questions that attachment-oriented couple 
therapists ask themselves and reflect on a good deal, not only early in therapy, but 
throughout therapy. 


Question: From the theoretical perspective(s) or theoretical orientations 
with which you identify most closely, what are some of the most 
important and recurrent questions you find yourself reflecting 
on with couple after couple? 
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Traumas around separation and loss early in life are processed in the nonverbal 
right hemisphere of the brain. This is because the left hemisphere does not come 
online until babies have reached 18 months of age (Schore, 1994). Since the left 
brain and cortex process words, thoughts, and explicit memory, many traumatic 
experiences are not part of a person’s conscious narrative. Later experiences that 
are reminders of overwhelming emotions cue responses that are encoded, auto- 
nomic arousal processes. When the psychobiological systems of the two adults 
respond in terms of early childhood emotions and defenses, the processes can 
become self-reinforcing reactive patterns that severely limit partners’ accessibil- 
ity and responsiveness to each other. 

When issues between partners are processed in the emotional (limbic) part 
of their brains rather than in the thinking (cortex) part, body sensations and 
images may be triggered in the therapist. I could feel a tension in the pit of my 
stomach as I watched Aviva move a bit away from Rick and saw Rick take his 
arm back. 


Such physical sensations and images triggered within the therapist can be a 
powerful source of understanding, and yet they do not necessarily provide clues to 
unspoken aspects of the overt couple dialogue. 


Question: What can help you, as the therapist, be more confident that 
these kinds of private experiences reflect couple issues more 
than your own? 


I had a wish that he reach out to her a bit more. But he didn’t, and I said 
nothing at that time. As they continued to quietly sit side by side, I said that it 
might be helpful for them to check what was happening in that quiet moment, 
to be mindful of the reactions in their bodies and the emotions that come up as 
we explored their relationship together. 

I sometimes use exercises in session or as homework assignments. The exer- 
cises that seemed most indicated for Rick and Aviva related to their unresolved 
attachment needs—to touch and be touched, as well as eye-to-eye contact (Tron- 
ick, 1998). 

I asked whether they would be willing to do an exercise, and they agreed. 
I suggested that they take turns painting each othet’s faces, using two fingers of 
each hand as the paintbrush, and the face of the other as a palette. To see Aviva’s 
capacity for mutual regulation, I suggested that she, as the artist, begin to paint 
Rick’s face. She began very slowly, hesitantly, with only the tips of her fingers. 
After a few minutes she had Rick’s whole face in her hands and moved it as if 
it were a piece of clay. She was firm but very gentle. I didn’t put a time limit on 
this exercise, and it went on for several minutes. I had the sense that Aviva was 
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more comfortable giving than receiving nurturing from Rick. Observing the 
process gave me considerable insight into how willing each was to be close, to 
receive and to give. 

Rather than comment on what I saw, I suggested it was Rick’s turn to be 
the artist. He stroked Aviva’s face, including her head and neck, describing each 
part of her that he was touching. 

I then asked each of them to talk about how it was for them to “paint” and 
to “be painted.” Aviva said that she felt like crying when Rick touched her. She 
wanted more. “I guess I always want more,” she added. Her apparent avoidance 
was a mask covering a lifelong yearning to be touched and comforted. 

Rick said painting her felt OK. He wouldnt mind doing more. When I 
asked how he felt to be touched by Aviva, he replied, “It felt great.” With some 
probing, he said that touch like that seems unfamiliar. There was not a lot of 
touching in his family when he was growing up. He believed his parents loved 
him but they didn’t show physical affection. He added that he enjoyed touch but 
couldn’t imagine doing it if it were not an assignment. 

I asked how each would feel if I gave them an assignment to do at home. 
Aviva said she would love it, while Rick again said OK. I offered some non- 
sexual, sensate focus exercises for them to try between sessions. I suggested that 
they find a quiet time to get undressed and to do the exercise in bed. Flip a coin 
to see who begins to do the touching. The receiver lies on his/her stomach and 
is the palette, and the painter now paints the other's back, just as they did the 
face. This time, the one receiving can give instructions as to how s/he wants to 
be painted—softly, harder, slowly, faster, with fingers, with palm, and so on. 
This is not a sexual exercise, and may or may not be followed later by sex; it 
is an exercise in giving and receiving touch. It is important because research 
on the chemical reactions that occur in the brain and the body with touch and 
lovemaking has found elevated mood and a calmness that is felt throughout the 
body (Fisher, 2004). 

At this point, I asked that Rick and Aviva to turn toward each other and 
do the painting exercise on each other's hands, taking turns slowly exploring 
the hands of the other. After a few minutes, during which they seemed to be 
connecting, I asked them to look at each other’s eyes and see what they could 
see through the eyes. At each step, I watched what was happening with the 
connection, whether there was resistance, fear, anger, who was most hesitant, 
and I proceeded slowly. I then asked Aviva to tell Rick what she needed from 
him. I generally ask this of the partner who seems more avoidant. Aviva said, 
“I need you to listen to me; to really listen to me.” Rick’s response was, “I try 
so hard to listen to you and to give you what you want. I know I am missing 
something, and I need your help to figure it out. I love you and only want you 
to be happy.” 
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In exercises such as these, the focus is on the couple as a unit with mutual 
regulatory functions rather than as two separate and differentiated entities. 
Because partners, particularly those with early attachment trauma, need to learn 
to depend on each other for regulation of their own autonomic nervous system, 
treatment is designed to reorient the partners toward managing each other's state 
of arousal. This is necessary because the capacity for interactive regulation is key 
to healing the wounds of traumatic attachments. 


Mutual affective regulation in intimate relationships is sought after explicitly by 

a number of schools of couple therapy represented in this volume. Some empha- 
size mutual regulation quite consistently throughout therapy. Others note that for 
some couples, mutual regulation might reflect a later treatment goal that must 
be preceded by therapy’s enhancement of each partner’s skill at self-regulation 
(autoregulation). 


Question: In what kinds of clinical situations with couples might thera- 
pist coaching/guiding about (individual) affective autoregula- 
tion understandably precede therapist efforts to improve the 
couple’s capacity for mutual emotional regulation? 


Whatever happens between the partners around these kinds of exercises 
and assignments provides important information about how each deals with core 
needs, patterns of behavior, and defenses; what each learned to do in the face of 
breaches in the attachment system, and what defenses they use when their needs 
are unmet; and how capable the partners are to participate in interactive regula- 
tion during periods of distress. 


REPAIRING BREACHES IN THE ATTACHMENT SYSTEM 


There are always failures in the attachment system. This is true of infant and 
caretaker, husband and wife, therapist and patient. Many problems occur when 
extreme stress or distress causes a failure of interactive regulation. The thinking 
part of the brain (cortex) is temporarily closed down, the emotional surge in the 
limbic system takes over, and fight—flight—freeze reactions come into play. If both 
partners in the interaction have “lost it,” that is, lost their ability to think when 
feelings surge up, there is a breach. Old wounds and defenses are reengaged. The 
transference process of putting old faces onto the current person occurs. 

If one of the partners in the interaction can maintain, think, and feel at the 
same time, using what analysts have called an “observing ego,” it is possible to 
contain the overflow of emotions. This happens repeatedly with mothers and 
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infants; for example, a breach occurs (mother is unavailable when baby needs 
her), followed by repair (Tronick, 1998; mother comes close and reconnects with 
her baby). It happens between patient and therapist: the therapist misreads a 
patient’s attempt to communicate something important, then recognizes and 
repairs the breach; or the therapist goes on vacation, then listens as the patient 
expresses feelings. 

Breaches inevitably happen between intimate partners. One partner reacts 
to the other in a way learned in childhood with a parent. The wish is that the 
partner will respond differently than the parent did, that is, be attuned, under- 
standing, accepting, and loving. Depending on the partner's history of attach- 
ment, s/he might respond in a healing way or react with criticism, contempt, 
stonewalling, or other defensive pattern (Gottman & Silver, 1999). 

Relationships deepen when they have been tested over the years, and the 
partners learn to respond to each other in caring, attuned ways. Many couples 
who come to therapy have been unable to regulate each other, and patterns of 
attack—defend—withdraw emerge. Or a major breach occurs and has not been 
worked through. The therapist then becomes the temporary regulator and mod- 
els attunement and acceptance for both. This requires listening to the message 
beneath the presenting problems, translating “toxic” statements into understand- 
ing of the wounds and pain beneath the angry words or silent withdrawal. 

If partners feel safe and judgments of “who is to blame” can be turned to 
messages of need and fear, change can happen. If anger is explored as a message 
around the more shameful feelings of underlying unmet needs, partners begin to 
see each other in different ways. 

The important thing for healing and growing is repair of the breach. The 
therapist helps the partners break the cycle of mutual hurt in order to begin to 
create the bonding events that distinguish successful treatment of couples. To 
achieve this, the therapist focuses on primary needs and yearnings and encour- 
ages discussion of internal narratives about self and other. Negative emotional 
responses are attended to and reframed. Reframing in this model is not designed 
as a strategic paradox, but rather as a way to look at what is said in new ways 
that enable vulnerability and hurt feelings to be discussed. The therapist’s role 
is to redefine negative affect and defensive behaviors as important features of 
attachment failure, to be carefully looked at and not pushed away out of fear that 
examining them will be overwhelming. 


THE PAST IS NOT PAST 


Some of Rick and Avivas early individual attachment traumas were recreated 
during their 3 years since their first experience in couples therapy. Following that 
were years of nonsexual and nontouching relationship because of the breaches in 
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their attachment system: Something distanced them, neither had words to iden- 
tify what, and both were upset. The absence of physical connection effectively 
created a snowballing secondary breach. Ultimately, repair is critical to the heal- 
ing and growing of the relationship and for each of the partners. 

But because both Rick and Aviva experienced attachment injuries in their 
formative years, their brains were wired to anticipate frustration and thwarted 
connection. As things started to go wrong in their marriage, the widening 
breaches repeatedly reconfirmed the worst fears each brought into the relation- 
ship. Healing would require development of a secure bond, based on mutuality 
of acceptance, understanding, and nurturing of the wounds of the other. 

The homework I suggested was designed to enhance their sense of mutual 
regulation and make it safer to talk about needs and yearnings in the relation- 
ship. As they described what happened after their first attempt at sensate focus, 
Rick and Aviva said that it was very calming. Rick commented, “We used to 
hold hands and touch a lot. I remember my parents saying we were nauseating, 
the way we entwined like pretzels during our first Christmas with the family. 
How come we don’t touch like we did before?” 

Aviva said, “Oh, maybe it’s because of things you said about my not want- 
ing to have children.” 

“But you didn’t want to. We both have very busy lives, and I had no wish 
to have you do anything you don’t want to.” Rick suddenly seemed quite defen- 
sive. 

“Oh, yeah, right,” she responded acerbically. She began to tune out, and I 
felt as though both Rick and I were being pushed back. My gut said that this 
was a pivotal moment. Something important had happened and they had never 
resolved it. Aviva seemed to be dissociating in the face of overwhelming emotion. 
We could not go further in treatment if we didn’t get to what had happened that 
appeared to be a serious attachment failure in the relationship. 

It was important to stay with what had just come up, and “hold them” in 
the pain that they seemed to be feeling. I stayed quite tuned in to Aviva’s discon- 
nect and the hurt look in Rick’s eyes. I said as gently as I could, “I am right here 
with you now. You are both in such pain, and it has been too much for you to 
talk about. I don’t know whether you wanted to have children, but communica- 
tion seemed to stop around this. Can we talk together about it?” 

“He knows what he said,” Aviva replied to me. “If we have a child, it will be 
all up to me to take care if it, I’d have to do it on my own.” 

“Tell Rick,” I suggested. “Look at Rick and talk to him. Ill be here to 
help.” 

Aviva turned to Rick and said, “Do you remember when we were married 
almost 10 years, and your sister came to your parents’ house for Christmas din- 
ner with her 8-year-old son. She asked us, “When are you going to start a family?’ 
You told her that we weren't. Aviva doesn’t want children.” 
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“I don’t remember exactly, but that sounds right,” Rick replied. “You were 
very clear that you didn’t want children. You said that you didn’t want to take 
any chances that your mother’s illness could be passed on. You also said that you 
want to focus fully on your art. I was OK with it, because I knew that’s what 
you wanted.” 

“Then you take no responsibility for the decision,” she said. 

Rick looked confused. “But we talked about it lots of times when we first 
got married, and you were very clear.” 

“Yes, Rick, but that time I told you I was pregnant and asked you what I 
should do, you told me that it was all up to me. If we had a child it would be all 
my responsibility. I couldn’t do that. I couldn't do it without your help.” 

Rick said, “But I couldn't tell you what to do. You had told me you didn’t 
want children.” 

“I know,” she responded, “and if we had been able to talk it over, I probably 
would have decided not to have a child. But we never talked. You kept shutting 
me off. Even after I had the abortion, I wanted to talk about how it all felt; you 
wouldn't talk to me.” 

“But I knew what you wanted. How could I tell you to do what I wanted, 
that I wanted you to have my child, when I knew I didn’t have the time to take 
charge of a baby, and you said you didn’t want to have children?” 

“You wouldn't talk to me when I was pregnant. I didn’t know what I wanted 
then. Maybe I still felt that way; maybe not. I just didn’t know. So now, when 
I hear you talking with people who ask if you have children and you say, “No, 
Aviva doesn’t want children, it always hurts me; but I can never talk about it. 
Sometimes I think you want to be the only one I take care of.” 

Rick looked stunned and said, “I had no idea that you might have chosen 
to have the baby.” 

“I dont know,” she said. “I wanted to talk with you about it.” 

“When did you have the abortion?” I asked. 

“I was 38,” she said, “7 years ago.” 

“I never talked about how much I wanted that child,’ Rick said. 

“And I never talked about how much I wanted to talk to you about it,” 
she replied. “You kept telling me I didn’t want children. I didn’t know what I 
wanted. I needed you.” 

“It sounds like you stopped talking about other things also,” I pointed out, 
“and stopped giving signs of affection, and stopped relating sexually.” 

“T still bought her expensive presents,” Rick said, “but nothing I did made 
her feel better. I lost the woman I loved, and fought to win. My Aviva is not here 
anymore.” 

Rick and Aviva were just beginning to recognize that a host of issues from 
their relationship and from their earlier relationships underlied the problems 
they came in with. The past is not past. If it is unfinished, it is present. It affects 
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each partner’s ability and desire to mutually regulate the other. When no one is 
regulating emotional arousal, the relationship suffers. 


THE THERAPIST AS EXTERNAL REGULATOR 


Early in couple treatment it sometimes helps to work with only one partner in 
the presence of the other. The therapist functions as an external regulator to bol- 
ster that partner's ability to experience painful emotions and self-regulate when 
feelings emerge. It is important here to invite the other spouse to participate 
in the process to track for shifts in arousal/affect and to repair what caused the 
relational breach. Then we go through the same process with the other partner. 
It is easy to get caught up in the stories that each presents and miss the deep 
pain that couples like Rick and Aviva bring into the session. It is important to 
take a role that is equidistant, listening for the wounds of the relationship and 
the wounds that each brought into the relationship. The therapist’s role in the 
process is to empathically attune to both. 


In addition, therapists working in individual, couple, and group therapy 
have developed some very specific methods for teaching patients skills for 
self-regulation (e.g., mindfulness skills, emotion regulation skills, distress 
tolerance skills). 


Question: How familiar are you with these kinds of self-regulation skills? 
Do you incorporate any of them into your work with couples? 
Do they seem to fit the attachment-based style of couple 
therapy discussed in this chapter? 


There are no villains in most relationships. People who love each other 
enough to enter a committed relationship tend to play out patterns they learned 
long before their brains developed the ability to say in words what is happening 
to them. They get stuck in what Johnson (2008) calls “demon dialogues’— 
repetitive interactions created by enactments of unconscious forces that go 
nowhere, like a merry-go-round. 

Arousal occurs when overwhelming stimuli bombard the circuits of the 
brain. Clusters of neurons in the brain come into play when certain conditions 
seem to require a rapid mobilization of energy distribution throughout the body 
and brain (Siegel, 2009). These control energy levels of the body, regulate heart 
rate and respiration, and shape the energy levels of the limbic system and cortical 
regions. This controls our states of arousal, determining, for example, whether 
we are hungry or satiated, tense with sexual desire or relaxed with sexual satis- 
faction, awake or asleep (Siegel, 2009). 
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The array of fight—flight—freeze responses for survival at times of danger 
comes into play in the state of arousal. The presence of a caring other helps in 
the regulation process and determines whether we respond by calming down, 
by mobilizing for combat or for flight by freezing in helplessness, or by feeling 
overwhelmed and collapsing. When overwhelming stimuli bombard the circuits 
of the brain, our reactivity makes it quite challenging to be open and receptive, 
especially to an attachment figure who has disappointed massively. 

This is why a couple therapist can help. The therapist’s attunement may 
help to reduce the reactivity and allow the wnthought knowns (Bollas, 1987) in 
the relationship to come to the surface. Both Rick and Aviva were in pain over 
the child that never was, and the feelings surfaced periodically. Until they could 
talk about their inability to talk about the unexpected pregnancy, what they 
each wanted, and their different feelings about how the decision was made, they 
would be stuck. 


THE THERAPIST AS A CONTAINER 
FOR PAINFUL EMOTIONS 


As the therapist helps each partner acknowledge unresolved attachment needs 
as well as assimilate and incorporate previously cut-off emotions in the presence 
of the other, it becomes possible to examine together what occurs when needs 
feel unmet and how defenses can emerge in a millisecond as protection from 
unresolved pain. The therapist’s support for staying with and holding the painful 
emotion instead of moving into numbing or acting-out defenses builds tolerance 
for core affect. At that juncture, the defenses that impel the couple to avoid emo- 
tion and each other can begin to diminish. The partners begin to clarify similar 
and complementary needs, with the therapist helping each to recognize and then 
empathize with the other's internal experience. 

For a problem that seemed so intractable, Rick and Aviva seemed to heal 
quickly. Once they each were able to discuss it, Rick expressed his wish to have 
children. Aviva talked about her wish that Rick would take charge as he does in 
so many other things. She talked about always being pro-choice, thinking there 
is nothing wrong with terminating a pregnancy if you don’t want a child. But 
when it was her baby, she was confused. If Rick had talked to her, had offered to 
help her, they might have a 7-year-old now. 

“I never knew,” Rick said softly. “Oh, my God, I never knew.” 

“I didn’t know myself,” she whispered. “And I’m not sure what I would have 
done then.” 

There was a long silence, with a lot of weeping. 

There was a mourning process that took time, and dialogue and actions that 
brought them closer. Rick took over the construction of their new home, which 
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they moved into 6 months after they first called for therapy. They come in once 
a month now, because Aviva wants help when they get stuck talking. Rick is 
willing to continue therapy because Aviva wants it. As always, he says, “I just 
want to make her happy.” 


THE LARGER VIEW 


Using this model of attachment-based couple therapy, the treatment usually 
lasts for 6 to 9 months, with an invitation for the partners to return 3 or 6 
months later for a “tune-up.” The early sessions are double sessions, affording 
enough time to do a modified form of the Adult Attachment Interview (Solomon 
& Tatkin, 2010) to give partners a psychoeducational understanding of what 
we will be doing together, and to develop a of sense of safety by demonstrating 
attunement to the issues of each and how they jointly play them out. 

The goal at the beginning is to gather information and build a secure milieu 
that gives hope for success of our work together. The goal in the mid-phase of 
couples therapy is to slowly uncover unfinished business and touch upon feelings 
that have resulted in “affect phobia,” the inability to tolerate strongly felt emo- 
tions (McCoullough, 2001). It is such feelings, which arise in conflictual inter- 
actions with each other, that create the emotional tangle we often see in couple 
therapy. The final phase of therapy is transferring the ability to hold and contain 
emotions in stressful encounters from work with the therapist to the partners 
themselves. It is of little help for couples to say during times of conflict, “Let’s 
wait until the therapy session next Tuesday to talk about this.” They must learn 
to take on the issues themselves, with all the surrounding emotions. Otherwise, 
therapy becomes interminable, as partners just keep on waiting for the therapist 
to calm things down or to judge who is in the right. 

In the case of Rick and Aviva, we met twice a week for a month and then 
once a week for 10 weeks, and finally, at their request because of their travel 
schedule, two or three times during the next 3 months. There was a strong 
emphasis on consolidating therapy gains, educating them to tune in to their 
bodies when they felt stressful interactions, and staying with the emotions that 
arise without shame or blame. 


Such gradual “fading” of the therapist from the couple’s life is quite common in 
practice. Unfortunately, most issues concerning the handling of termination are 
rarely discussed in the literature of couple and family therapy. 


Question: When the ending of couple therapy is arrived at collaboratively, 
how do you prefer to bring your work with a couple to an end? 
If you move to longer intervals between meetings, how are the 
goals and processes of the meetings affected? 
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We now understand more about why people who meet, fall in love, and get 
married can later come to see each other as the cause of anxiety, distress, and 
even danger. New situations reengage old memory patterns. In milliseconds, 
subcortical processes merge past and present affective reactions. Emotions arise 
that can influence the processes of reasoning and decision making. What hap- 
pens in the brain affects, and is affected by, the primary attachment between 
infant and mother through a lifetime of intimate relationships. The structures of 
their interaction form “an emergent dyadic phenomenon” (Stolorow, Brandchaft, 
& Atwood, 1987) that does not define either partner alone. 

When people fall in love and form an intimate relationship, problems arise 
over time because of the “subcortical tangle” that develops between them, not 
by one partner’s pathology or immorality, and not in either one’s conscious mind. 
Thus it does not help to look for where the fault lies. Becoming aware of their 
own and each other’s part in the relational “tangle” helps them understand and 
perhaps do something about the true issues of the relationship. Both partners 
can be helped to understand their own unresolved yearnings and their wishes for 
reparenting by the other. 

Whatever is unresolved interferes with the cohesion of the adult’s narrative 
of his/her attachment history and continues to be replayed without conscious 
thought. The result of treatment can lead to a mutual dependency (interdepen- 
dency) to replace the unending spiral into mutually protective defensive dance 
steps. Interdependency in intimate relationships describes reciprocity in meet- 
ing each other’s core needs; each partner takes a turn as the benign caretaker, 
particularly in stressful life conditions (Solomon, 1994). When partners are able 
to stay with each other through the process of uncovering and unblocking core 
emotion and listen to each other's messages, the inevitable problems of two peo- 
ple living together as part of a family can be discussed and resolved. Repair is 
the step-by-step building of effective resolution of issues, which can bind two 
separate individuals together as an intimately attached couple. This is the goal 
and the heart of treatment. 
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CHAPTER |7 


Creating Self-to-Self Intimacy 
Internal Family Systems Therapy with Couples 


RICHARD C. SCHWARTZ 
ADRIAN J. BLOW 


This chapter discusses the internal family systems (IFS) approach to working 
with couples. IFS brought systems ideas and family therapy technique to the 
understanding and treatment of clients’ inner worlds of subpersonalities (called 
parts in IFS) and found that it is possible to help clients quickly identify and 
heal key wounds from their pasts and to lead their inner and outer lives from a 
mindful state called the Self. Not only has IFS offered a new, systemic way of 
working deeply with individuals, but it also has produced a couple therapy that 
allows clients to identify and transform the extreme beliefs and emotions that 
block intimacy. In addition, it provides couples a safe way to communicate about 
their most vulnerable feelings from a place of compassion and openness. 


THE DEVELOPMENT OF IFS 


I (RCS) was drawn to family therapy because of the revolutionary systemic and 
nonpathologizing views that it was bringing to the mental health field. While I 
was interested in intrapsychic phenomena, most of family therapy was not, and 
reading the leaders in the field convinced me that people’s inner lives could be 
healed by simply changing their families. I was attracted to structural family 
therapy (Minuchin, 1974; Minuchin & Fishman, 1981) because of its optimis- 
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tic view that a client’s problems were the product his or her family context— 
the boundary violations, alliances, and coalitions in the family—trather than 
caused by a pathological condition. The belief was that if you released the client 
from those family constraints the symptoms would abate, and I witnessed many 
examples of that early in my career. 

Jay Haley (1976) and the strategic school of family therapy all emphasized 
the importance of tracking and then intervening into sequences of interaction 
among family members, especially the recurrent sequences that surrounded 
problems. In addition, Cloe Madanes (1981) spotlighted the protective sequences, 
that is, the ways in which the symptomatic family member was protecting the 
family. 

I also found Murray Bowen's (1978) ideas regarding the differentiation of 
self fascinating. He helped people release their healthy, differentiated selves by 
sending them on “family-of-origin voyages” in which they were to remain cen- 
tered and resist the pull of their crazy family dynamics. He also pioneered the 
study of how the dynamics resulting in family problems are passed from one 
generation to another. 

Although Virginia Satir (1972, 1978a, 1978b) also focused on family dynam- 
ics, she was one of the only prominent family therapists of that time to talk about 
subpersonalities (i.e., parts of people) and to try to bring some systems ideas to 
the intrapychic world. She also brought a loving, accepting presence to her clients 
that, at the time, I viewed as too “touchy-feely” but now have adopted myself. 
I had also heard of Gestalt therapy’s method for working with subpersonalities, 
called the open-chair technique (Perls, 1969). 

I was steeped in all these ideas—alliances and coalitions, protective 
sequences, differentiation of self, cross-generational transmission, and the notion 
of subpersonalities—when I began hearing from clients about their internal 
families in the early 1980s. 


IFS has been a major contributor in the post-“black-box” era of couple and family 
therapy in its rediscovery of the individual and the relevance of people’s inner lives 
in intimate relationships. In this way, couple therapy has become truly more “sys- 
temic” by considering the many levels of human experience involved in problematic 
and healthy relationships. 


Question: How might conceptualizing couple conflicts at many levels of 
experience help a couple therapist form a useful case concep- 
tualization? Are there ways in which such multilevel assessment 
could slow or limit clinical progress? 


I had been frustrated by my inability to help a group of bulimic clients with 
straight, “external-only” family therapy and began noticing that several of them 
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described extensive internal conversations with what they called different parts 
of themselves when I asked about what happened inside them to make them 
binge and purge. I was intrigued. I had one client, Diane, ask the pessimistic 
voice she was describing why it always told her she was hopeless. The voice 
responded that it said she was hopeless so that she would not take any risks and 
get hurt; it was trying to protect her. This seemed like a promising interaction. 
If this pessimist really had benign intent, then Diane might be able to negotiate 
a different role for it, much as I tried to do when a client was trying to protect 
other family members. But Diane was not interested in negotiating. She was 
angry at this voice and kept telling it to just leave her alone. I asked her why she 
was so rude to the pessimist, and she went on a long diatribe, describing how 
that voice had made every step she took in life a major hurdle. 

It then occurred to me that I was not talking to Diane, but to another 
part of her that constantly fought with the pessimist. In an earlier conversation, 
Diane had told me about an ongoing war inside her between one voice that 
pushed her to achieve and the pessimist who told her it was hopeless. Could it 
be that the pushing part had jumped in while she was talking to the pessimist? 
Was it not violating the boundary around Diane and her pessimist the way fam- 
ily members intrude on subsystem boundaries? Maybe the boundary-making 
procedures from structural family therapy could be used with this internal fam- 
ily I was learning about. 

As I listened to Diane and other clients describe their inner worlds and 
tracked the inner sequences among their parts, just as I had with external family 
members, the picture that began to emerge seemed remarkably similar to dys- 
functional family systems I had worked with. Some parts behaved like parental 
children, striving to keep the systems safe, and were protecting other younger, 
more vulnerable ones. Others were also trying to protect but in opposite ways, 
and so were polarized with the first group. These inner polarizations produced 
multiple coalitions and alliances among parts. It became clear that, just like 
children in a family, each part was constrained in a certain role by the network of 
inner relationships in which it was embedded. None of these parts could change 
in isolation. Also like dysfunctional families, these inner systems seemed to lack 
an effective leader or parent that all the parts could trust—there seemed to be 
no differentiated self. 

To break her inner polarization, I asked Diane to focus on the voice that was 
so angry at the pessimist and ask it to stop interfering in her negotiations with 
the pessimist. To my amazement, it agreed to “step back,” and Diane immedi- 
ately shifted out of the anger she had felt so strongly seconds before. It seemed 
that this simple boundary-making technique from structural family therapy 
worked with internal families too. When I asked Diane how she felt toward 
the pessimist now, it seemed like a different person answered. In a calm, caring 
voice, she said she was grateful to it for trying to protect her and felt sorry that 
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it had to work so hard. Her face and posture had also changed, reflecting the 
soft compassion in her voice. From that point on, negotiations with the inner 
pessimist were easy. Improving the boundaries of inner families improved their 
functioning, just like with external ones. 

I tried this “step back” procedure with several other clients. Sometimes we 
had to ask two or three voices to not interfere before the client shifted into a state 
similar to Diane’s, but we got there nonetheless. When they were in that calm, 
compassionate state, I would ask these clients what voice or part was present. 
They each gave a variation of the following reply: “That's not a part like those 
other voices are. That’s more of who I really am. That’s my Self.” It seemed that I 
had stumbled onto a very concrete way to differentiate self, although the self that 
was emerging from this process was a bit less cerebral and more compassionate 
than Bowen described. 

After practicing IFS for 26 years with all kinds of clients, I am forced to 
conclude that everyone, even severely disturbed clients, contains this state that 
IFS calls the Self and will access it when their extreme parts agree to separate 
internally. As clients embody more Self, their inner dialogues change spontane- 
ously. They stop berating themselves and instead get to know, rather than try 
to eliminate, the extreme inner voices or emotions that have plagued them. At 
those times, they tell me, they feel “lighter,” their minds feel somehow more 
“open” and “free.” Even clients who have shown little insight into their problems 
are suddenly able to trace the trajectory of their own feelings and emotional his- 
tories with startling clarity and understanding. After years of witnessing clients 
access Self, I began catalogue the qualities that consistently and spontaneously 
emerged. We now talk about the eight C’s of Self-leadership: curiosity, confi- 
dence, compassion, calm, clarity, courage, creativity, and connectedness. 

What has particularly impressed me in those moments is not only that my 
clients, once they’ve discovered the Self at the core of their being, show those 
eight C’s plus characteristics like insight, self-understanding and acceptance, 
humor and perspective, but that even disturbed clients, who would seem to 
be unlikely candidates for such shifts, so often are able to experience the same 
qualities. The accepted wisdom in the field during my training was that clients 
with truly terrible childhoods—relentless abuse and neglect resulting in flagrant 
symptoms—needed a therapist to construct functioning egos for them virtually 
from scratch; they simply didn’t have the psychological wherewithal to do the 
job themselves. But even those clients, once they experienced a sense of their own 
core, began to take over and acquire what looked like real ego strength on their 
own, without my having to shovel it into them. 

With this “step back” procedure I had stumbled on to a way for clients to 
quickly access this healing state I have come to call Self-leadership, a state akin 
to what is known as mindfulness, which is now being used by a number of 
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psychotherapies. Unlike many of those approaches, however, in IFS, clients do 
not have to practice techniques or have me lead them in meditation. Instead, I 
simply help them notice when parts are present and have them ask the parts to 
separate internally until they spontaneously shift into this state of Self (for more 
on IFS see Schwartz, 1995, 2001). 


CONCEPTUALIZING IFS COUPLE THERAPY 


Extending these ideas to couple therapy, I find that partners usually enter ther- 
apy dominated by protective parts of them that are doing the communicating. 
Some partners are seeing the relationship from the perspective of a pessimistic 
part, like Diane’s, which keeps them safely ensconced in a dome of apathy and 
disconnection. Others lead with a rage-filled part that constantly judges and 
blames their partner and demands change. Still others have inner critics that 
make them take on all the guilt for the couple’s problems and blind them to 
their partner’s contributions. 

Beneath protective parts such as these are the young, vulnerable aspects of 
clients that they are hiding from their partners. Often these vulnerable parts 
have been hurt in the past in intimate relationships and carry extreme emotions 
and beliefs from those painful times. Consequently, clients try to avoid reexperi- 
encing the pain by suppressing these parts, which we call exiles. 

Although conflictual couples rarely expose these exiles to one another for 
fear of being reinjured, it is these young, often desperately needy, exiles in each 
that drive them to continually try to get the other to take care of them emotion- 
ally. Because of past rejections and attachment injuries, exiles often feel worth- 
less and view the partner as the one who can release them from that curse and 
make them feel valuable. These parts often drive each partner to find someone 
who resembles the caretaker who originally made them feel worthless so as to 
get that surrogate to value them and release the curse. The kind of infatuated 
love that characterizes early romance is often the relief exiles feel to finally be 
valued by such a caretaker surrogate. The problem is that one’s partner cannot 
release those parts from that curse in the long term, so at some point each part- 
ner is disappointed with the other and becomes protective. 

To treat such couples, many approaches try to help each partner better care 
for the other—listen deeply, convey empathy, and find compromises. While 
these are valuable skills, the early goal in IFS couple therapy is to first help each 
partner become the primary caretaker of in his or her own exiles. Our experience 
is that until those highly vulnerable parts of each person trust that no matter 
what their partner does or doesn’t do, their own Self will care for them, lasting 
intimacy is extremely difficult to maintain. Once each becomes their own exiles’ 
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primary caretaker, the partner is freed up to become secondary caretaker, at 
which point communication skills are helpful (for more on IFS with couples, see 
Schwartz, 2008). 


GOALS AND STRATEGIES 


Below I outline the primary goals of IFS couple therapy and the strategies to 
achieve those goals. While these are sketchily described here, each of them is 
illustrated clearly in the case study that follows. 


© Goal. In the initial sessions, I try to create an atmosphere that contains 
two crucial elements: safety and connectedness. Embattled couples must come 
to trust that they can drop their guards and I won't let them be ambushed. To 
drop their guards, each partner also has to trust that I care about them and am 
not biased toward the other. 


e Strategy. To achieve these goals, there is no substitute for knowing and 
working with my own parts so that I can lead from my Self most of the time. If I 
can hold that state, each partner naturally senses my compassion and confidence, 
even when I am challenging them. This is not always easy because couple work 
is triggering for all therapists, so it also helps to have done your own work so that 
you know when you are not in the Self state and how to get back. 

In addition, I do not allow couples to attack each other in my presence, so 
I ask for permission to be the “parts detector” who can stop the action whenever 
a protector of either takes over. Then I have them listen inside until they can 
return and speak for rather than from their parts. 


© Goal. The above strategies are in the service of the larger goal of IFS 
couple therapy, which is to help each partner stop looking to the other to be the 
solution to their negative feelings and, instead, to become the primary caretaker 
of their own vulnerable and shame-based exiles. Once a person is able to do that, 
their partner is released from the pressure of caretaking and can respond lovingly 
from the position of being the secondary caretaker of those parts. This allows 
for what we call courageous love, because each knows that even if they lose their 
partner, they will be OK, so their love does not feel coerced or desperate. Because 
each knows how to care for his or her own vulnerability, they don’t have to con- 
trol the other’s behavior or keep the other in preconceived molds. Along these 
lines, another goal is to help each partner identify and commit to work on key 
parts of themselves that are interfering in their relationship. 


© Strategy. To begin to achieve this goal, I try to get each partner to make 
a U-turn in his or her focus. That is, each shifts away from trying to get the 
other to change and instead begins the process of getting to know and heal 
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their own inner systems. To do that, I ask the couple to describe typical patterns 
around their conflicts or attempts at intimacy and track the sequences between 
them. This process includes asking about their inner experiences—their feelings 
and thoughts—that underlie those patterns and introduce “parts language” by 
responding, “So part of you feels . . . is that right?” After each partner has iden- 
tified several parts, I ask which they are willing to work on for the sake of their 
relationship. 


© Goal. During this process of becoming their parts’ primary caretaker, 
clients also find where those parts are frozen in time and help them reexamine 
and unload the extreme beliefs and emotions those parts had carried. So another 
major goal is to identify and release the obstacles to intimacy that partners carry 
with them into their relationships from their histories. 


© Strategy. When clients feel ready, I will lead one of them on an inner 
journey through the IFS process to get to know and heal their exiles and sub- 
sequently help their protectors relax. I will do this either in separate, private 
sessions with each client, or when it is safe enough I will have them witness each 
other doing this highly vulnerable work. If either partner is unlikely to remain 
compassionate while they witness and, instead, will be in a protective part, the 
one doing the vulnerable work could be hurt by the witness, which would result 
in a considerable setback in the therapy. I will assess early on how able they are 
to witness from a Self-led place and act accordingly. 


© Goal. As each partner becomes more Self-led, it becomes more possible 
for them to have Self-led conversations about their issues. Thus another goal 
becomes for each partner to be able to speak to the other from the open-hearted, 
clear, and connected state of Self even as they face highly charged problems 
between them. When couples’ protectors are willing to relax enough to allow for 
Self-to-Self communication, couples do not need to learn communication skills. 
They naturally relate in compassionate, healing ways. 


Interestingly, although IFS and integrative behavioral couple therapy (IBCT; Law- 
rence & Brock, Chapter 4, this volume) evolved from enormously different thera- 
peutic traditions, they both emphasize that when acceptance (Self-acceptance in 
IFS, partner acceptance in IBCT) significantly improves, partners often demon- 
strate relationship “skills” that heretofore seemed to be lacking, without much 
direct coaching/training by the therapist. 


Question: How might you make sense (within any theoretical system) of 


this common and clinically very important observation? 


© Strategy. Here again, I will be the parts detector, watching the couple 
interacting and stopping them when their parts begin talking. I will then have 
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them each ask those parts to step back and let them continue the discussion 
from Self. 


© Goal. Another major goal is to increase the couples’ sense of intimate con- 
nection to each other. 


© Strategy. As couples become more comfortable with Self-to-Self commu- 
nication, I increasingly encourage them to speak for their exiles as well as their 
protectors. In addition, I increasingly have them watch each other as they explore 
their vulnerable inner systems through IFS sessions. 


Before we see how these goals and strategies come to life in couple therapy, 
I want to describe further how you, the therapist, can use IFS to catch your parts 
as they are triggered and return to Self-leadership. The first step is to be aware 
of what is happening in your body and mind as you are with the couple. If you 
notice any extreme thoughts or feelings—anything that is not one of those eight 
C-words—then as a second step, through inner dialogue, you can ask that part 
to relax and let you remain in the lead. If the part trusts you enough, you will 
sense a shift—the emotion will lift or the thoughts will abate and you will feel 
more centered again. 

When parts do not relax or repeatedly interfere, then you should follow 
up and work with them between sessions. Some therapists can do a lot of this 
work on their own but most need the help of another therapist (for a list of IFS 
practitioners, see sel/fleadership.org). I cannot overemphasize the importance to the 
outcome of the therapy of your ability to remain Self-led with couples. Your lov- 
ing but firm presence is far more important than any technique you will learn 
from this chapter or any other chapter in this book. Because of this, helping 
therapists learn how to notice their parts and hold Self leadership with clients is 
the centerpiece of IFS training programs. 

Now let’s see how these goals and strategies are applied to my work with a 
couple in crisis. 


CASE STUDY 


To illustrate the concepts I’ve discussed so far, I describe my therapy with Kevin 
and Helen Brady, a couple in their early 50s, with whom I worked for about a 
year in both conjoint and individual sessions. The names and details in this case 
have been changed. It is adapted from Schwartz (2008). 

In the first session I learned that Kevin was a physician—the head of a 
university hospital’s trauma unit and a clinical professor at the medical school. 
Helen taught music part-time in the local high school. They had two children 
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who were successfully launched. After our introductions, I asked why they had 
come to see me. 

Helen said that 2 weeks earlier she decided she had had it. For more than 
30 years she had endured Kevin's carping about her taste in clothes, her child- 
rearing, her political opinions, her education, her intelligence, and her logic. She 
was sick of his long hours at work and his failure to be available to her. She 
never knew when he would come home in a dark mood, making her and the 
kids feel that, for their own good, they had better tiptoe around. Now that their 
younger child was about to graduate from high school, she said she felt free to 
start working full-time and putting her money in a separate account. She was 
not taking any more of his crap—if he didn’t change, she was going to leave 
him. 

Faced with Helen's declaration, Kevin agreed to come into therapy, but he 
was clearly not happy about it. He said that her ultimatum seemed to come 
out of the blue, and he did not appreciate it. He was skeptical about the value 
of therapy, but was willing to participate because of his commitment to their 
marriage. 

In that first session and the two following it, I continued to ask about what 
events led them to this point and to track more closely the patterns around their 
conflicts. In addition to tracking the behavioral sequences between them (e.g., 
“When he is irritable, what do you do?” “And when she withdraws, what do you 
do?”), IFS therapists also ask each partner about their internal sequences that 
drive those behaviors (e.g., “When he is irritable what happens inside you—what 
do you say to yourself or feel?”). 


“Internal sequences,” for example, in the form of private “if—then” self-statements, 
including implicit automatic assumptions and catastrophising conclusions, are hall- 
mark targets for clinical attention in cognitive-behavioral therapy (CBT). 


Question: Compare the kinds of “internal sequences” that IFC and CBT 
therapists emphasize and focus on. Could the “schema analysis” 
regularly used in CBT be comfortably incorporated into IFS? If 
not, why not? 


As clients answer those questions, I begin to introduce the parts language 
by using reflective listening but adding the phrase “Oh, so part of you feels... , 
is that right?” Through this process, I can usually get couples to identify several 
protective parts on each side and then ask each them if they would be willing to 
work with those parts to improve the relationship. This parts-identifying process 
sets up the U-turn in their focus that is needed to loosen the knots that tie them 
to their corrosive patterns. 
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With Helen and Kevin the U-turn was a tough sell. Helen quickly took 
to the parts language, saying that the rage-filled part of her that took over 2 
weeks ago was new. Up until then, she had been dominated by a caretaking part 
that constantly excused Kevin's behaviors and suppressed her anger. She was not 
motivated to calm that rage-filled part because she finally sensed an end to her 
torment and was not about to go back into the hell her caretaker put up with. 
She felt strong and feared losing her new resolve. 

Kevin scoffed at the word part and acknowledged feeling bewildered to be 
faced with this new version of his wife, but mainly he was defensive. He agreed 
that he could be critical and moody at times, but he had a stressful, demanding 
job that was also very lucrative and brought them the luxuries that she liked so 
much. 

At the end of the third session, Kevin asked to see me individually. I had 
been thinking of suggesting that I see each of them separately for a series of 
sessions, so I agreed and lined up individual meetings with each. I do this 
mainly with couples that are so dominated by protector parts that neither is 
willing to drop their weapons, finding that with a few individual sessions they 
not only give me more information but also more access to their vulnerability. I 
make it clear to each that the focus of the individual sessions will be their own 
parts, not their partner’s, which reduces the paranoia that can surround such 
sessions. 

Once alone with me in the next session, Kevin reiterated that he did not 
think much of psychotherapy, nor of emotions in general, and he could not 
understand why she was so sensitive. Sure, he had high standards. He said he 
was harder on himself than he was on anyone else and owed much of his success 
to it. He said his ability to find a fatal flaw in a workup was legendary among 
the residents, and while it did not win him friends, it earned him respect and 
sometimes saved lives. Similarly, he did not need for his kids to love him, just to 
respect him and his advice. 

I listened with interest and respect, knowing that I was listening to his 
protectors, who, judging by their intensity and rigidity, probably were protect- 
ing powerfully desperate exiles. I try to offer such power-oriented people the 
warmth of my Self until their protectors feel safe enough for those parts to relax 
with me. 

As Kevin talked, I speculated to myself about the parts of him that were 
addressing me. There was clearly a controller that strived to dominate relation- 
ships and keep people distant with aloof arrogance, a sentry that was scanning 
me for danger, a perfectionistic worker that made him so successful, and a part 
that denied any problems except that his wife was very upset with him. 

Just when I was settling in for a long, patient conversation with his protec- 
tors he suddenly shifted tone. In a weak, young voice he said he was terrified that 
Helen really would leave him. He didn’t know how he would survive without 
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her. An exiled part of Kevin had found a small crack in his fortress and peeked 
out. 

I sensed how rare and disorienting it was for Kevin to feel, much less show, 
that kind of vulnerability. I wanted to make that exiled part of him feel welcome 
and safe with me, but I knew my own protectors well enough to trust that his 
were watching my every move. Like mine would have been, Kevin's protectors 
were undoubtedly terrified that I would exploit his openness somehow and were 
condemning that exiled part for giving me power over him. I had to be very 
careful in how I responded. 

When Kevin opened that one small crack in his imposing fortress by tell- 
ing me he was scared of the prospect of Helen leaving him, I knew better than 
to try to pry it farther open. Instead, I tried to put his vigilant protectors at ease 
by stressing how understandable that was and how devastated I had been when 
partners had left me. I then left that touchy subject and asked how it felt to him 
to be in therapy with me. I told him that I had trouble showing any flaws or 
vulnerabilities to other men, and I wondered how it was for him. He replied that 
there were very few things he was afraid of but conceded that it was uncomfort- 
able to be in this position with me. He didn’t like to ask for help from anyone 
and prided himself on his independence. Nonetheless, things were not good at 
home, and he was in constant distress about it, so maybe I could help. The crack 
was widening on its own. 


The Effects of Trauma 


Power-oriented protectors often belong to people who have experienced pow- 
erlessness, which brings us to the topic of trauma. The traumas inflicted by 
caretakers—whether active, such as sexual and physical abuse, sudden episodes 
of rage, threats of abandonment, and constant shame; or passive, such as neglect 
and abandonment—often make children feel vulnerable at every level. Nothing 
seems safe, so they can never relax their guard. Not only do they exile vulner- 
able parts, but their lives become dominated by protectors who are emotionally 
frozen in the past during the trauma and who have the same “never again” phi- 
losophy Jews have toward the Holocaust. 

“Never again” applies to control. Some traumatized people decide, often 
unconsciously, they'll never again be that powerless. For those like Kevin Brady, 
that translates into constantly striving for control over the people and events in 
their lives. They are often high achievers who climb to positions of power and 
privilege from which they have the resources to make their lives as safe as pos- 
sible. Others take control by avoiding people, hiding from a world that seems 
merciless. Either way, life is predictable, and no one gets close enough to hurt 
them. The boredom and loneliness of either kind of controlled life seems like a 
small price to pay to minimize the threat of reinjury. 
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Before such people can open to a partner in any lasting way, they need to 
become less vulnerable, which means healing and becoming the primary care- 
taker of their exiles. When that happens, their protectors relax because there is 
less need for protection. It was clear, though, that for Kevin to even consider that 
kind of delicate work we would have to explore his fears about doing it. 

For the next several individual sessions, Kevin and I made a list of his fears 
of revealing himself to me. He worried that he might cry, something he hadn't 
done since he was a boy. He warned that he didn’t want to try some stupid 
New Age gimmick and would rather engage in some form of empirically veri- 
fied therapy. He expressed contempt for victims who whimpered, whined, and 
blamed their parents or society for their problems; he was determined he would 
not turn into one. He was afraid I might think less of him if he spoke of inner 
pain. He wasn’t sure what was inside and argued that it was probably nothing 
important. Some things had happened in his life, he said, that he did not want 
brought back. He feared falling into a black hole. 

I took all his fears seriously, especially the one about falling into a black 
hole, which usually means being submerged in a pool of pain and shame. I told 
him that while we might encounter some parts of him that were hurting from 
events in the past, there was a way to help them heal without letting them take 
over. This might entail some crying, I said, but they would be tears of compas- 
sion, and they would be temporary. We could unload his pain so he would no 
longer have to fear that black hole. But it was his choice. I assured him that I 
would never pressure him to do it and, if he chose not to, I would totally respect 
his decision. 


Going Inside 


In one session I asked Kevin to relax, close his eyes, direct his attention inward 
toward his critical thoughts, and ask what they were afraid would happen if they 
stopped harshly judging him and others. Kevin's first response was that he felt 
stupid talking to himself like that. Even though it seemed silly to him, I asked 
that he just try it as a simple experiment—as a way to better get acquainted 
with his thoughts and feelings. Reluctantly he proceeded and, with a look of 
serious concentration, he was silent for perhaps 30 seconds. Kevin said that he 
heard the words I would be hurt. “But that’s crazy,’ he said. “How could being so 
judgmental protect me from being hurt?” I told him to ask that question inside; 
eventually his inner critic replied that if he criticized others, they would not get 
close enough to hurt him. If he attacked himself, he would strive so hard and be 
so perfect that no one else would criticize him. I asked Kevin if he could thank 
this part for protecting him. When he did, he said he sensed what felt like the 
loosening of a band around his head. 
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I had Kevin ask this critic who it protected. He immediately saw in his 
mind’s eye a large wall with a thick, heavy door and heard an inner voice saying 
that his pain was kept behind it. I decided to slow down. We had come to the 
threshold of his pain containment. I wanted to be certain we had full permission 
to proceed. Kevin and I spent two more sessions discussing whether it was safe to 
move toward his pain. We went over each of his fears once more, and I discussed 
how we could handle each one. I then had him refocus inside and ask whether 
any parts objected to our moving forward. He said he didn’t hear anything. We 
touched base with the critic once again, and that part gave its permission for 
us to proceed. We would return to the door in the following session. It felt as 
though we were about to enter the heart of darkness. 


The Suicidal Part 


But, of course, it was not that easy. Kevin came to the next session saying he’d 
been feeling suicidal all week. He said that for as long as he could remember, 
the thought of suicide had lingered in the back of his mind; it was actually 
comforting in a way, but had only become the strong urge he felt now on a few 
other occasions. He’d never acted on that urge, but was openly frightened now 
that he would. I helped him reassure the parts that were so afraid of the suicidal 
one that we could release it from that role, after which they granted permission 
to work with it. 


SCHWARTZ: Go ahead and focus on that suicidal voice. Let’s start with it in a 
room by itself, and you're outside the room. 


KEVIN: OK, it’s in the room. 
SCHWARTZ: How do you feel toward it? 


KEVIN: I’m relieved to have it locked up. It’s very scary, with a black hood and 
all that. 

SCHWARTZ: Ask the parts that fear it to step back and let you and me get to 
know it. Tell them we won't go in the room until they think it’s safe to do 
so. 

KEVIN: They don’t want me to get to know it. They want to keep it locked up. 

SCHWARTZ: That’s understandable, but our goal is to help it out of this scary 
role so they won't have to fear it so much. But we can’t do that if they make 
you so afraid of it. 

KEVIN: They’ll move back and watch, but only if they can jump back in any 
time. 


SCHWARTZ: That’s fine. How do you feel toward the suicidal part now? 
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KEVIN: (calmly) I want to know why it would want me to die. 
SCHWARTZ: Go ahead and ask that from outside the room. 

KEVIN: It says that I deserve to die. 

SCHWARTZ: Ask what it’s afraid would happen if you didn't. 

KEVIN: It says that I'll keep hurting people. 

SCHWARTZ: So it’s trying to keep you from hurting people, is that right? 


KEVIN: That’s what it says. But I help people. I’m a doctor, for God’s sake! 


SCHWARTZ: Ask the part that’s defending you now to step back. Then ask what 
that hooded guy wants to show you about hurting people. 


KEVIN: (after a long pause) I see myself yelling at my mother, and now she’s cry- 
ing. 
SCHWARTZ: How old are you? 


KEVIN: Seven or so. My father has just left us. I’m blaming my mother for mak- 
ing him leave, and she’s destroyed. I should never have done that. 


SCHWARTZ: How do you feel toward that boy? 


KEVIN: (softly crying) I feel so sorry for him. No wonder he decided he’d rather 
die than upset her again. 


Helping Exiles Heal 


After connecting with his suicidal part, Kevin returned to the door to his pain. 
From outside the door, I had Kevin ask his pain if it was willing to not over- 
whelm him once he entered and approached it. He heard a voice whisper “OK.” 
He went through the door and saw a 7-year-old boy curled up and shaking about 
10 feet from him. His first reaction was one of revulsion at the boy’s weakness, 
but after I asked him to find that disgusted part and get it to step back, he 
quickly felt sad for the boy, although he didn’t know why the boy was so upset. 
I asked Kevin to show the boy that he felt sad for him and cared about him. 
After some coaxing, Kevin was able to get the boy to sit up and even let Kevin 
put his arm around him. I was impressed at how this outwardly tough, cold man 
seemed to know just what to do to nurture the boy. By the end of that session, 
the boy said he had begun to trust that Kevin cared about him. He asked, how- 
ever, that Kevin spend time with him every day. That request triggered some of 
Kevin's protectors, who said that, just as they thought, the boy would take all his 
time and energy, and he wouldn't get anything done. However, they reluctantly 
agreed to let him try it for a week. 

At the next session, I was surprised that Kevin had kept his promise to the 
boy. I asked whether he was ready to see what the boy needed to show him about 
the past. He said yes, and I had him ask the boy to show him. He immediately 


Internal Family Systems Therapy with Couples 389 


saw himself as a 7-year-old boy curled up and shaking in a cardboard refrigerator 
box in his backyard. His parents were in the house fighting, and he could hear 
their shouts echoing through the windows. He had been inside the house watch- 
ing them fight, oblivious to his terror, until his father had hit his mother and she 
had screamed that she was leaving him. Kevin had run outside to hide and had 
lain in the box shaking for hours until they finally found him. 

This was one of many scenes of a childhood rife with betrayal, neglect, and 
horror that Kevin witnessed. Shortly after the fight, Kevin’s father had left the 
family and never looked back. His mother went through a series of men, one of 
whom beat her in Kevin’s presence. He sensed that she often wished he were not 
there, and this realization, combined with a feeling of worthlessness due to his 
father’s abandonment, produced a belief that if you depend on people or get close 
to them, you will be rejected or abandoned. His critic pledged “never again” and 
prodded him to excel academically. He soon found that he could lose himself in 
school and gain power over others through his brilliant academic performance. 

These scenes of childhood pain that Kevin watched were not events he had 
repressed or forgotten, but rather had held at arm’s length. Now he watched 
as though they were very emotional, richly detailed scenes from a movie. On 
occasion he felt so sorry for the hero of that movie that he did indeed weep 
with compassion. After each scene, he embraced the young boys in them and 
thanked them for showing him what had happened. He then asked them where 
in their bodies they carried the feelings or beliefs from those events. The 7-year- 
old carried a ball of burning fire in his gut; Kevin helped pull it out of the boy’s 
stomach and threw the fireball to a healing place beyond his internal horizon. 
Then Kevin helped the lost boys find safe and comfortable places to stay in his 
inner world. One of them chose a sunlit room with easy access to a garden full 
of trees to climb. Kevin pledged to take better care of them in the future and to 
comfort rather than isolate them if they felt hurt by something that happened 
in the outside world. 

As each of his exiles were healed this way, Kevin’s once-scathing inner critic 
relaxed and gradually took on the new role of career advisor. It remained an 
acute judge of quality, but instead of attacking his or other people’s imperfec- 
tions, it cheered him onward. He also found an end to his years of struggle with 
tension headaches as the critic’s band around his head melted. 

The transformation of exiles allows protectors to relax. The person is no lon- 
ger so vulnerable to attack. Before this work, if anyone, but particularly Helen, 
was critical of Kevin, not only would he experience the discomfort of having 
someone upset with him, but that criticism would be embellished upon by his 
own inner critic and would also fall like a depth charge into his resting pool of 
shame and humiliation. The pain of the present slight would be amplified by 
how it reverberated with all the past pain his exiles still carried—his attachment 
injuries. As we pumped out Kevin’s pool of pain, present criticisms lost their 
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charge for him. The same was true with Helen's threatened abandonment. It no 
longer brought forth the physiological desperation—shaking and nausea—that 
it had earlier because it no longer sucked him back to the time when his father 
left. In addition, his young parts now knew that if she deserted them, Kevin 
would still be there for them. He had become their primary caretaker. 


Helen’s Work 


So far I have focused this story on my work with Kevin, both because I spent 
many more sessions with him than with Helen during this period and because 
the work with him was so illustrative of the kind of reconnection with exiles that 
is necessary for couple work to succeed. 

Helen and I had several individual sessions as well, during which she 
focused on the emotions and beliefs that came up in response to Kevin's con- 
tempt, workaholism, and distancing. As one might guess, she found exiled little 
girls that were desperate for her distant father’s affection, furious protectors that 
guarded those vulnerable exiles, and the caretaking part that had dominated 
her life for a long time and was currently held at bay by the rage-filled part. 
As her exiles came to trust her to care for them, her protectors’ rage abated and 
they let her Self lead more in her interactions with Kevin. This didn’t mean that 
she suddenly became nurturing and receptive toward him. Instead, she drew on 
other qualities of Selfleadership, including clarity, courage, and confidence. In 
our couple sessions, which were interspersed occasionally among the far more 
numerous individual ones with each partner during this initial phase of their 
therapy, she became increasingly able to speak in a calm and convincing way of 
her commitment to never again put herself at the mercy of Kevin's protectors. 
She was able to be forceful without being contemptuous and clear without being 
unkind, both in sessions and at home. 

Whereas Helen’s rage-filled part had terrified Kevin, her new strength 
attracted him and made him even more afraid of losing her. That not-unrealistic 
fear also motivated him to keep working with his parts, even when coming to 
see me was the last thing he wanted to do. Also, because he felt less bombarded 
by her rage, it was easier for his protectors to let us focus on his issues rather than 
on what she was doing to him and how she needed to change. 


The Couple Sessions 


As Kevin and Helen each became more Self led, we began to shift toward doing 
more couple sessions interspersed with occasional individual ones. When, as with 
the Bradys, a couple is so polarized initially that they cannot control their parts 
in the presence of the other, I move gradually from working with each partner 
separately to conjoint sessions. 
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IFS, like some other therapies described in this book (e.g., Bowen family systems 
therapy; Titelman, Chapter 6, this volume) are probably most powerful when prac- 
ticed as longer-term approaches. 


Question: If you were to practice IFS with couples in the context of a 
time-limited mental health services system, for example, a 
health maintenance organization, how would you modify your 
work to accommodate such time constraints? 


I find that letting couples go off on each other in sessions is not only futile 
but can be harmful, as each partner’s exiles become increasingly hurt and their 
protectors more extreme. Some highly conflictual and embattled couples do not 
need separate sessions because, despite their intense feelings, their parts trust 
them enough to step back and let them relate Self-to-Self in sessions. When that 
is the case, they often feel safe enough to expose their own vulnerability in the 
presence of the other partner, so I do not have to split them up. Some of those 
sessions involve my working with one partner, in the way I did with Kevin, 
while the other watches. 


Other contributors to this book (e.g., Greenan, Chapter 5, and Solomon, Chapter 
16, this volume) also note the change-inducing power of partners’ “watching” as 
the therapist works (directly) with only the other partner (and then vice versa). 


Question: What might be the process or mechanism by which such 
“watching” (which might mistakenly seem to be mere passive 
observation) could have important therapeutic effects on a 
couple’s relationship? 


This can have a profound effect on both people. 

Intimacy can deepen enormously when one person exposes parts that he 
or she feels ashamed of to another, especially when the other person can remain 
Self-led. If the witness accepts and offers love to the revealer, the revealer feels 
tremendous relief and delight at having something shameful accepted and feels 
grateful to the witness. The witness feels greater empathy for the revealer and 
feels privileged to be allowed into the revealet’s inner sanctum. 


The similarity between the IFS view of how therapy can deepen intimacy on the 
one hand, and the integrative behavioral couple therapy (IBCT; Ippolito Morrill & 
Cordova, Chapter 15, this volume) view, on the other, is rather striking, despite the 
many differences between IFS therapy and IBCT. 


Question: How do you define “intimacy”? How do you recognize its 
“depth” (or breadth) in a couple’s relationship? What do you do 
clinically to promote intimacy? 
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This bonding increases whenever any previously hidden part is brought into 
the stream of love created by Self-to-Self connectedness. And it is particularly 
true for those parts we feel most ashamed of or think the other person disdains 
the most. If Helen had been in the room when Kevin found his 7-year-old in 
the refrigerator box, under normal circumstances she likely would have been 
deeply moved and would gain a new understanding of Kevin’s distancing and 
criticizing that had bothered her so much. When she conveyed to Kevin both 
her empathy for that boy and her new awareness of why he was the way he was, 
Kevin would feel seen and loved in a way he never had before. 

I have been privileged to facilitate that kind of process numerous times, 
and it never fails to move me to tears. Like many precious things, however, it is 
delicate, and care must be taken to ensure that it works. In the early stages of the 
therapy, there was no possibility that Helen could have witnessed from a place 
of Self and no possibility that Kevin would have allowed himself such vulner- 
ability with her in the room. Helen’s protectors had only recently succeeded in 
overthrowing her caretakers, and they were not about to let her open her heart to 
him until they saw big changes. Kevin’s protectors were terrified of Helen’s and 
would not drop their guard in her presence. If, out of desperation, he had been 
that vulnerable in front of her, his 7-year-old would have been devastated when 
she responded from her cold and critical parts, whether in the session or at home. 
His protectors would attack him for ever allowing such openness and would vow 
to never let it happen again. 

So the timing of when to encourage couples to be vulnerable to each other 
is crucial. I have learned the hard way about the powerful setbacks and backlash 
generated when partners are encouraged to do so prematurely. When I am not 
sure whether they can witness from Self, I'll err on the side of caution and help 
each become better able to care for their own parts before asking them to witness 
each other’s. 

Once Kevin and Helen had reached the point where I sensed that if one of 
their parts took over in a session I could get them to return to Self, I increased 
the couple sessions. In the beginning we talked about the issues they were fac- 
ing—a potential separation, the kids, money. I asked for their permission to play 
“parts detector”—to stop the action when I noticed a part take over either of 
them and have them both focus inside on the protectors that were there. 


Speaking For Rather than From 


Helping couples learn how to speak for rather than from parts when they are 
upset is an important aspect of IFS couple therapy. When people receive a 
message from you, it has two components: the content (the actual words) and 
the energy behind the words. When your protective parts are upset and speak 
directly to another person, invariably they will trigger parts in the other. When, 
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on the other hand, you listen to your protectors and then speak for them, from 
your Self, the message is received in a very different way, even if you use the same 
words that your parts are saying. Your words lose their judgmental sting or their 
off-putting desperation and coerciveness. Instead, your respect and compassion 
for the other person will be heard, in addition to the courage of your convic- 
tions. 

When your parts trust that you will speak for them, they feel less driven to 
take over and explode at people. What they really want is to have a voice—to be 
listened to by you and to have their position represented to others. Like people 
who have been oppressed, most parts don’t need dramatic, cathartic expression— 
just acknowledgement and representation. 


Self-Leadership as a Way of Interacting 


When a couple is embattled and each focuses inside, they usually hear only from 
their protectors. If it feels safe enough, moving an extra step toward vulnerabil- 
ity can reap big rewards. That step involves staying inside long enough to learn 
about the exiles that your protectors are guarding, and then telling your partner 
about those vulnerable parts. In most cases, when one partner has the courage 
to reveal the vulnerability that drives his or her protectiveness, the atmosphere 
immediately softens and the couple shifts toward Self-to-Self communication. 

Sometimes that isn’t possible because either your protectors won't reveal 
your exiles to you or, if they do reveal them, they do not trust that it’s safe for 
your partner to know about them. Sometimes it truly is not safe. Your partner 
may have parts that automatically react to vulnerability with contempt or that 
may use the revelation against you in a later fight. When that is the case, I would 
work with each partner separately before inviting such exposure. 

About a month into our therapy, Helen had told Kevin to leave, and, after 
stalling for some time, he had found an apartment. Now Kevin wanted to return 
home. He said he had done several months of therapy, which he acknowledged 
had been difficult but helpful, and he was lonely. With uncharacteristic tender- 
ness, he told Helen he missed her and sounded as though he meant it. Helen 
wasn’t ready. She said she could see some changes in how he treated her, but she 
did not trust that he could maintain them. She worried that he was trying now 
but would regress as soon as he got back and felt comfortable. 

Their tone was totally different from earlier sessions. They were handling 
an extremely touchy subject with caring and sensitivity. I was quite moved as I 
witnessed this tentative peeking out from behind their castle walls and tiptoe- 
ing toward each other. Perhaps inevitably, however, Kevin’s controller could not 
restrain itself and suddenly hijacked him. 

Helen had just repeated that she liked this new version of him when Kevin's 
tone shifted abruptly. In a voice that was familiar to Helen and, by then, to me, 
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he said angrily that he thought she liked torturing him this way—that keeping 
him out of the house was her way to get revenge. Helen looked as though she had 
been punched in the stomach. Forcefully, I told Kevin to stop talking and asked 
them both to focus inside to find the parts that were “up” in that moment. 

When Kevin's and Helen’s eyes were closed, I told them to stay inside until 
they had found the protectors that were activated, as well as the parts those pro- 
tectors guarded, and to not come back out until they could speak for those parts. 
Kevin opened his eyes after a few minutes, but Helen stayed inside silently for 
almost 10 minutes while Kevin and I waited. 

Kevin said he had found the controlling part that had hijacked him earlier, 
and he apologized to Helen for allowing it to take over. He said that behind it was 
a lonely baby that he hadn’t known about before. The controller told him that it 
could no longer stand the long weekends alone because the baby got so desper- 
ate when he had no human contact. It began to feel increasingly worthless and 
panicked that it was going to die. When Helen would not budge despite Kevin's 
respectful and loving requests to come home, the controller felt as though it had 
no choice—it had to take over and try the old guilt tactics that used to work 
because it didn’t know if he could make it through another empty weekend. 

Helen said that she appreciated his apology and that she had often sensed 
that desperate baby in him. She said that when she focused inside, she was 
immediately bombarded by her rage-filled part, which was saying, “See, I told 
you he wasn’t any different! He’s still a bully! You never should have opened up, 
and don’t ever do it again!” It took a while for her to calm that protector enough 
to get to the younger one who had been devastated by Kevin's eruption. When 
Helen first found that girl, she was frozen, as if in shock, but Helen was able to 
hold her and remind her of what they had worked on with me—that she (Helen) 
would care for the little girl no matter what Kevin did. Helen had become the 
primary caretaker for her exiles. When the rage-filled part saw that Helen could 
calm the girl, it relaxed and let Helen come back to speak for them to Kevin. 

I told Helen not to expect that Kevin’s controller would be totally out of her 
life until he had done that work. She replied that she was less vulnerable to it 
now that she could comfort her parts, but she still didn’t want him in the house 
until he was further along in his inner work. Kevin now agreed, saying that after 
this discussion he wanted to get to the point where being alone did not bother 
him as much. 

This is a good example of the power of parts-detecting when couples are in 
conflict. The simple act of getting each partner to stop, listen inside, and speak 
for rather than from their parts turned a potential disaster into an opportunity to 
deepen trust and understanding between them. As John Gottman (1994, 1999) 
found, couples will always argue in hurtful ways. The goal is not to train them 
to always fight fair; it’s to help them repair the damage they have done to each 
other and to regain their Self-to-Self connection afterward. 


Internal Family Systems Therapy with Couples 395 


“j” 


Remaining the in the Storm 


During the following week, Kevin’s controller made several appearances, but 
something was different. He said that he could feel the controller welling up in 
his gut and a couple of times actually tried to stop it from taking over, but he 
could not. While it was hectoring Helen, though, he sensed himself, almost like 
an observer, thinking that it probably felt the need to distance from her because 
he had been vulnerable in the session. Kevin commented that it was a very 
strange experience to simultaneously feel the contempt of the controller and the 
calm of his observing Self. 

Helen had a similar experience. Her rage rose immediately to meet Kevin’s 
challenge and she felt the usual physiological surges, but she also found herself 
staying somewhat separate from it and talking to it inside. She said she reminded 
her rage that I had predicted Kevin’s behavior and that it was just his controller 
doing its thing. In each case, after a couple of sharp exchanges they both had 
calmed down quickly and made a repair, during which Kevin spoke for the con- 
troller’s fear about having been so exposed in the session. 

In the ensuing weeks, Helen reported that Kevin’s controller popped out 
from time to time, but during a couple of those appearances she was able to 
not take the bait. Instead, she forcefully reminded him that he could no longer 
talk to her that way, but she spoke without the usual rush of emotion. Instead, 
her heart remained open to him; even as she stopped him, she felt sorry that he 
was still so fragile as to rely on the controller. Kevin remembered those episodes 
clearly, too. He said that he was amazed, when Helen stayed calm and clear, by 
how his controller was immediately deflated. Since Helen’s reaction no longer 
fed it, it petered out. He also joked that he found Helen’s ability to do that very 
sexy. 


When You Are Your Own Primary Caretaker 


What Helen and Kevin learned is a common phenomenon with conflict in gen- 
eral. When extreme parts are met by Self, they lose their steam. Consequently, 
when one partner stays Self-led and resists the invitation to the predictable dance, 
the pattern is broken. Sometimes the triggered partner will escalate initially to 
try to engage the other, but if that partner stays steady, the game has changed. 
Staying Self-led in the face of your partner’s protectors is very difficult, however, 
until your parts trust you as their primary caretaker. When you can give yourself 
at least some of what you need, as Helen was able to, your partner’s outbursts 
appear much more like the childish tantrums they are than as threats to your 
well-being. As a bonus, you become much mote attractive. 

In a later session, Kevin was able to approach and love that baby, this time 
while Helen watched. He witnessed scenes of it crying desperately in a crib 
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while no one came. He said he had heard that his mother had had postpartum 
depression but never thought much about it. Now he entered the scene, took the 
baby to his chest, and wept shamelessly. As he described this between sobs, I 
looked at Helen. She was crying silently. When Kevin was done retrieving the 
baby, Helen came close to him and told him how moved she was and how much, 
over the years, she had longed to see this compassionate side that she knew was 
in him somewhere. She also expressed deep regret that the baby had suffered so 
severely. 

Kevin silently took in Helen's offering of love. Then, when she talked of 
the baby, he broke into tears again. She held him while he wailed with the tran- 
scendent force of someone who has wanted to let loose for decades. I was crying, 
too. It moves me deeply to watch previously hostile couples finally connect in 
this way. 


Anticipating Trouble 


Helen held Kevin until it was almost time to stop the session. He seemed foggy 
and sheepish and said he was exhausted. She said she was very happy. I told them 
that this was beautiful for me to participate in and that it was important that 
they know this level of connection is possible. I felt compelled to warn them, 
however, that since they both had been so vulnerable, their protectors were likely 
to return with a vengeance whenever the other made the slightest false move. 
In fact, since they were still separated, I suggested that they minimize contact 
until our next session. 

I’m not a person who takes pleasure in raining on people’s intimacy parades, 
but I had learned the hard way that such warnings are necessary. Even after all 
the work they had each done to become their own primary caretaker, a “break- 
through” session like this one was a set-up. Their protectors would be on high 
alert, and the appearance of one from either side could trigger an escalation that 
would leave each of them convinced that the session had been a sham. That 
might happen despite my warning, but at least if it did, since I predicted it, I 
could tell them it was normal and help them to not overreact. 

The process of couple therapy often goes that way. The partners take a few 
steps toward each other and then get scared and distance for awhile. That is a 
natural process, and I have learned to respect it instead of trying to push couples 
toward consistent closeness. 


Virtuous Cycles 


I continued to work with the Bradys in couple sessions for several months. Even- 
tually, Helen asked Kevin to come home. I was impressed with Kevin when he 
responded with uncharacteristic sensitivity. He asked her with sincerity if she 
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was sure. He said he had learned to be alone without panicking, so he did not 
want her to feel any pressure. Helen said she could tell that was true and that his 
new ability to like himself made her enjoy being with him more than she ever 
had. Their transition back to living together wasn’t totally seamless, but they 
both felt confident in their ability to handle the rough spots. 

The later sessions with Kevin and Helen were easy. Kevin's focus of frustra- 
tion had shifted. Whereas before he would complain that he never had enough 
time to do his job adequately, now he wished that it was not so consuming. With 
the achievement monkey off his back, he was able to enjoy time with Helen and 
the kids without the constant nagging from his striving critic. 

Kevin did not quit his job, but he did begin writing less and spending more 
time with his family. Helen noticed that his old carping had abated at home and 
he was more available to her—for example, talking to her in the car instead of 
turning on the radio to distract himself. At a party, a physician at Kevin’s hos- 
pital told Helen that colleagues had noticed how much he had lightened up. His 
residents no longer felt terrified to speak to him. Physically, she and I both could 
see a difference. His face was softer and his posture less rigid. 

Helen had also changed. During the separation, she had reached out to a 
small group of women friends who had been tremendously supportive through- 
out. Although they had advised her not to let Kevin come back, they hadn’t seen 
the changes in him that she had. Even after Kevin returned home, Helen con- 
tinued to meet with them regularly, which initially triggered Kevin's controller. 
But he was able to catch it himself and apologize. 

She said that since marrying Kevin, she had neglected the parts of her 
that loved to play with friends because he had wanted her home with him, even 
though he was usually in his study writing. She said that she would never do 
that again and was glad that Kevin could now tolerate her independence. 


CONCLUSIONS 


As I hope is clear from the above, IFS couple therapy is not easy. It requires that, 
as the therapist, I have the ability to be firm while also remaining compassion- 
ate and connected; be willing to accompany clients on powerful emotional inner 
journeys; be acutely aware of when clients are hijacked by parts; be acutely aware 
of when I am hijacked by parts; hold a meta-perspective that anticipates and pre- 
dicts resistance and backlash; and help clients feel accepted and safe even in the 
middle of a crisis. In other words, it requires that I have worked with my parts 
to the point that they trust my Self to lead in sessions with couples. 

While this process is demanding, it also can reap big rewards for couples. 
They come to know themselves and each other intimately and unload the bag- 
gage that stands between them. But, as is also clear from Kevin and Helen’s 
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story, those rewards are hard earned. The process requires the courage to relax 
lifelong protectors, give up on being healed by the other, face what is ugly and 
scary in themselves and their partner, earn the trust of their own parts, love 
without possessing, and risk losing that love. 
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CHAPTER 18 


At the Risk of Losing Our Misery 
Existential Couple Therapy 


JERROLD LEE SHAPIRO 


ln a very real way, Mark and Lisa were referred to me inadvertently by the two 
eldest of their four children. 

Anna, age 18, seemed on the surface to have a case of “senioritis,” following 
early acceptance to her first-choice college. Her interest in high school perfor- 
mance was supplanted by friends, parties, and getting away from school. The 
precipitating incident was a 2-day suspension occasioned by her leaving school 
with her boyfriend for the beach instead of returning to class. The parents were 
informed that Anna was losing privileges at school for the incident and needed 
a similar “wake-up” call at home. 

Less than 3 weeks later, Mark and Lisa were also summoned to the school 
and informed that Scott, their 14-year-old son, would not be invited back for 
ninth grade because “his behavior was not in keeping with the parameters of 
proper decorum” and was faced with failing some eighth-grade classes. 

The precipitating incident involved Scott's responding to verbal provocation 
from another student by pushing him down and sitting on him. Although this 
was the sole incident of inappropriate physical behavior, he was referred to as 
“violent and out of control.” One condition of his completing the current (eighth) 
grade was to see a therapist for anger management. As with Anna, Scott’s cur- 
rent behavior was out of character. 
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Both Scott and Anna were referred to the same child/adolescent therapist. 
He saw each child twice, the parents alone once, and the four of them together 
in a single session. Dr. A’s recommendation was for new behavioral agreements at 
home and a referral for the parents to continue in therapy alone. Reading a sys- 
tem problem and substantial resistance to the idea that they might need therapy, 
he referred them to me for “parenting skills.” 

It is not unusual that diagnosticians recommend a “parent-ectomy” when 
there is sudden atypical acting-out behavior on the part of one or more children 
in the family. Frequently, once the parents are in therapy and begin to respond 
differently to each other at home, the children’s behavior reverts to their previ- 
ous norm. 


AN EXISTENTIAL APPROACH TO COUPLE THERAPY 


Although origins of existential thinking may be found in the work of Socrates 
and Confucius, the dramatic increase and codification of existential philosophy 
occurred primarily in the works of 19th- and 20th-century European philoso- 
phers such as Buber (1970), Heidegger (1962), Husserl (2008), Kirkegaard (1980), 
Nietzsche (1974), and Tillich (1952), and post-World War II psychotherapists 
(Binswanger, 1958; Boss, 1979; Frankl, 2006; Jaspers, 1964). 

American schools of existential psychotherapy are distinct from the more 
Freudian-influenced European existential analysis (¢.g., Van Deurzen, 2002). 
They were developed by practitioners such as Bugental (1999), Frankl (2006), 
May (1983), Laing (1960), and Yalom (1980). Whitaker (1992) may be considered 
a pioneer in applying this form of therapy to couples. 

Existential psychotherapy shares a kinship with structural (Minuchin & 
Fishman, 1981), emotionally focused (Johnson, 2008), client-centered (Rogers, 
1951), gestalt (Perls, 1968); process (Shapiro, Peltz, & Bernadett-Shapiro, 1997), 
and personal construct (Kelly, 1955) therapies. The therapy I do is experiential 
and phenomenological, and the role of the therapist is active. 


Unique Characteristics of Existential Psychotherapy 


1. It is rooted in philosophy and focused primarily on clients’ subjective 
experience. 

2. Unlike most natural science theories, which highlight discovery and 
decoding of real-world phenomena, existentialism is an encoding theory. 
The client’s personal meaning and phenomenological experiences are 
the reality with which therapist and client are engaged. 

3. The actual relationship between the therapist and client (the couple as 
a unit), is the vehicle for healing and change. 
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Different theories of couple therapy give different degrees of emphasis to how 
central the therapist—patient (couple partners and partners-as-a-couple) relation- 
ship is as a “vehicle of change” compared to the partner—partner relationship. 
Obviously, both influence the outcome of couple therapy. 


Question: If you place a relatively heavy emphasis on the “actual relation- 


ship between the therapist and client,’ how might this affect 
your work with couples? How might this influence who speaks 
to whom, qualitative aspects of how the therapist interacts with 
each partner, the role of specific techniques, and so on? 


In short, intimacy is the antidote to normal feelings of alienation, meaninglessness, and 
fears of mortality. 


á. 


10. 


11. 


12. 


There is a primary value in making explicit what was previously implicit 
(saying the unsayable) particularly in the here-and-now relationship. 


. Therapy is process-centered, and all content is viewed in its personal 


biopsychosocial—cultural context. 


. Parallel process, in which the client enacts with the therapist the same 


dynamic as in outside life, is particularly valuable for both understand- 
ing and treatment. 

Existential therapy works in both affective (feelings-in-the moment) 
and cognitive (insight) realms. 


. The present awareness of clients is viewed as both goal and method for 


clients to live more deliberately, more authentically, and more purpose- 
fully. 


. Of primary importance is an ongoing awareness of the constant ten- 


sion between the push toward freedom and the often-unconscious 
pull of security. This central tension and its relationship to fear (of the 
unknown) and guilt (and the stagnation of the status quo) are viewed at 
both macro and micro (here-and-now) levels. 

Exploration in therapy is less on what objectively occurred than on what 
meaning the event is given by individuals. Ultimately, the meaning of 
each life and its mortality becomes grist for the therapeutic mill. 
Anxiety is seen as the engine for change and is welcomed as part of the 
therapy. 

Often, clients report confusion around their sense that they are doing 
everything right, but feeling unhappy or empty. 


Existential Anxiety: Neurotic Anxiety 


Kierkegaard (1980) and Yalom (1980), among others, postulate that there is 
a general feeling of disquiet that arises from a sense of meaninglessness and 
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knowledge of mortality. The existential angst caused by approaching and con- 
sidering these questions is the sine gua non of growth, freedom, and responsibility 
(May, 1983). It is preferable (healthy) to experience the angst about life and its 
big questions than to deny mortality and deteriorate into stagnation, hopeless- 
ness, and despair. 

By contrast, neurotic anxiety is created by avoiding unconsciously facing 
the issues of meaning and of mortality. Husserl (2008) described such avoidance 
as “automatic response,” a phenomenon psychotherapists characteristically refer 
to as “resistance.” In Husserl’s formulation, it was beneficial for clients to set 
aside automatic judgments by focusing on them. When clients become aware of 
their assumptions and automatic reactions, they may choose the security, con- 
sistency, and predictability of the status quo or be freed to discover, explore, 
experiment with, and challenge their fears of the unknown, which automatic 
responses obfuscate. 

Thus, early in therapy, the existential therapist supports and joins the cli- 
ents’ resistance and in so doing allows them the freedom to consider more of the 
options at the freedom end of the security—-freedom continuum. 


THERAPEUTIC GOALS AND OUTCOMES 
FOR COUPLE THERAPY 


Healthy couple relationships are conceptualized by a striving to reach what Buber 
(1970) called the I-thou encounter: a connection characterized by an intense 
subject-to-subject bond, in which at a given moment each person may experi- 
ence and appreciate the other without reference to personal needs or desires. The 
resulting relationship takes on a spiritual dimension that is greater than the 
individuals. Individuals engaging in an “I-thou” relationship experience each 
other as having a unity of being, and each person’s relationship is to the other's 
whole being. 

Buber contrasts the I-thou with an J—it, that is, a subject-to-object relation- 
ship, characterized more by functionality and manipulation of the other for one’s 
own needs. Rather than the experience of a dialogue with the other’s whole self, 
there is a monologue from one partner to specific, isolated qualities in the other, 
as if in a world of objects. By contrast to the mutuality and reciprocity of I-thou, 
Iit is characterized by separateness and detachment. 

The therapist helps a couple develop the subject-to-subject relationship by 
engaging each, as much as possible, in a therapeutic I-thou relationship and 
then redirects the clients to relate in that manner with each other. This is done 
by joining with the clients in their current subjective realities, honoring those 
for their value, and confronting the psychological cost of maintaining them and 
their associated behaviors. 
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In addition, the therapist honors the experience of facing the fears of the 
unknown. In couple therapy, these typically involve fears of intimacy. 

It is important to note that true intimacy and I-thou relationships require 
a balance of closeness and solitude. The goal in existential therapy is to give 
partners an opportunity to opt consciously and openly for connection times and 
alone times, instead of engaging in unconscious manipulation to create distance 
without awareness. Mark and Lisa, for example, began therapy with an elaborate 
system of mutual protection that minimized truly intimate interaction. 


Two Levels of Intervention: 
Communication and Structural Change 


Couple therapy involves first removing blocks to effective communication and 
then possibly structural relationship shifts. The former is necessary because com- 
munication difficulties obfuscate any underlying issues. For many couples, what 
one person says or means to say is not what the partner hears. For example, while 
Lisa believes that she is asking simply for a little help with household chores, 
Mark hears “constant nagging,” and her “controlling his time.” 

Among the communication techniques employed are active listening, use of 
‘T’ statements, direct communication such as expressing a wish instead of hop- 
ing a partner will divine it, and “saying what you mean.” The therapist helps the 
couple slow down by interrupting their characteristic flow of conversation so that 
clients may truly hear what the partner is saying, rather than the translation in 
their own minds. 

In most couple therapy modes, triangulation is considered a problem to be 
fixed. By contrast, the existential therapist actively works from inside the couple 
communication, deliberately inserting herself into the communication flow, cre- 
ating a therapeutic triangle and acting as a universal translator. This involves 
considerable reframing and speaking as if inside both participants. In this way, 
both clients feel heard and recognize that their partner is understandable. The 
therapist also encourages “enactment” (Minuchin & Fishman, 1981), a living 
here-and-now experience of the conversations as they occur at home. 

For many couples, 2 to 3 months of communication work is both necessary 
and sufficient for success. For others, the newly clear communication sheds light 
on structural flaws in the relationship. These flaws may be based on divergent 
values, beliefs, history, betrayals, dramatic behavioral changes in one or both 
people, and pathology of one or both of the members. Personal psychopathology 
that qualifies for Axis II diagnosis, for example, will characteristically require 
more extensive therapy. Because structural concerns involve restarting the rela- 
tionship on a newly rebuilt platform, they are far more time consuming and 
reflect a relationship in greater jeopardy. Long-term therapy (a year or longer) is 
common for such couples, as is concurrent individual therapy. 
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Because Mark and Lisa processed information and expressed themselves 
differently, it was necessary to begin by being empathic with her affective 
process, translating it into cognitive terms for him and, conversely, empathiz- 
ing with him in a rational/factual manner for translation to her in affective 
terms. 


This is reminiscent of what James Framo, a founding father of family therapy, 
used to refer to as the therapist’s role as a “translating machine.” This is a central 
role of the couple therapist in most models of treatment, but one not without its 
complications. For example, it is not uncommon for Partner A to experience the 
therapist’s relating to Partner B in the “preferred language” of B as side-taking, 
perhaps even as betrayal. 


Question: How might you try to minimize such a partner’s experience 
of your talking to his/her mate in the latter’s preferred style 
(or “translating” him or her) as implicitly taking that person’s 
side? How might you handle it when, despite such efforts 
on your part, either partner experiences you in this way? 


Uncovering Their Method of Intimacy Avoidance 


The causes of distrust, disconnection, and subject-to-object quality of relation- 
ships are manifold. Although the I-thou relationship may be desirable, it is less 
predictable or safe than a more automatic, I-it relationship. To protect against 
the anxiety provoked by I-thou interactions, most couples develop a fairly effec- 
tive automatic mechanism for intimacy avoidance. 

One manifestation of this phenomenon is “the Fight”—a well-worn battle, 
unconsciously designed to create distance. All the lines are known and recited 
as if it were a well-rehearsed play. Indeed, it is, right down to the final insults— 
door slamming, retreat to another room or storming out. Characteristically, the 
Fight will occur when one or both of the members of the couple are feeling 
needy or vulnerable, potentially seeking an I-thou response. Instead of risking 
the unknown pain, it offers a predictable and safe (albeit unhappy) retreat to the 
familiar versus unknown pain. 

After observing the enactment of the Fight, the therapist may interrupt 
the sequence, offering each person alternative lines for their drama. She will 
do this in two ways: by fostering a therapeutic relationship with the clients in 
which they may observe their characteristic automatic avoidance responses and 
carefully experiment with alternatives and by refocusing the couple’s attention 
on the consequences (rather than supposed motivation) of the fight. Techniques 
such as therapeutic amazement are particularly useful (e.g., “So let me get this 


Existential Couple Therapy 405 


straight, you are feeling close, then one begins the sequence, and at the end you 
are distant—sounds like the fight works exceptionally well”). The question then 
becomes the cost of the battle itself and its relative worth for the couple. Once 
the clients can compare directly whether the stagnation of the status quo, avoid- 
ance of the fears, and truncated intimacy has a better payoff, they may choose 
directly and freely new directions at any moment. In short, it affords the couple 
an opportunity to get closer or reach their actual desire instead of being safely 
frustrated. 

Goals of therapy include more authentic relating in the moment. When a 
person may openly express his vulnerabilities and trust that his partner will be 
empathic both with the content and his way of expressing it, they will both be 
free to deal more intimately with the real day-to-day stresses in life and larger 
concerns of being human. 


STRUCTURAL ASPECTS OF THERAPY 


Normally, I see couples weekly for 50-minute sessions. When the concerns are 
primarily communication related, the typical duration is 10 to 12 weekly ses- 
sions over approximately a 3-month period. When there are structural issues, 
such as those created by an affair, domestic violence, or a new child, the therapy 
usually lasts more than a year. Although I do not have an absolute prohibition, 
I usually do not see members of a couple separately, wanting to preserve sym- 
bolically the notion of their togetherness and the couple as a unit as my client. 
When I do have individual sessions, I will not keep secrets from the partner. 
At termination, I will offer follow-up services, but try to maintain a sense of 
closure. 

Mark and Lisa were quite an exception to my characteristic methods. We 
had 2-hour sessions; there were long, unexplained breaks between sessions; at 
times I saw them separately; and termination was intermittent and complex. 


Despite what usually appears in textbooks and what may be discussed in training 
seminars, such a course of engagement in couple therapy is not at all infrequent. 
Couples often stay in therapy for rather short spurts, return at unforeseen times, 
and return for multiple subsequent periods of therapy. 


Question: How might keeping in mind the fact that courses of couple 
therapy such as the one described here are rather common 
influence such important considerations as how a therapist 
works to define treatment goals, and what kinds of techniques 
and methods are chosen? How else might a therapist’s aware- 
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ness of the possibility of such a brief, intermittent course of 
therapy affect the way the therapy might evolve? 


PHASES OF THERAPY 


Shapiro et al. (1997) have conceptualized group therapy as occurring in four spi- 
raling phases: introduction, transition, treatment (core), and termination. Couple 
therapy and individual therapy may be viewed similarly. 

Because in existential therapy the relationship is the key to all success and 
movement, relationship building grows throughout the process. In this case the 
stages were more circular; they bled back and forth into one another. Termina- 
tion, for example, was a multistage process involving several returns to treat- 
ment. These very irregularities and in-process shifts characterize the necessary 
flexibility of the existential approach and demonstrate how the therapy may be 
maintained in unorthodox frames. 


Phase l: Introduction 


The introductory phase of therapy involves initial contact, intake forms, referral 
information, and everything that occurs until the couple is actually sitting in 
the office beginning what Whitaker (1992) has called “the Blind Date.” 


Initial Contact 


Lisa made the initial phone call, leaving a message indicating an “urgent” need 
for marital counseling. As is my norm, I returned the call the same day. 

I prefer very short first calls to avoid becoming too connected to one person 
or perspective prior to meeting a couple. In this case, it was very difficult to 
keep this conversation from becoming a first session in and of itself. Lisa talked 
rapidly and emotionally, quickly changing topics with great detail about their 
problems with Anna and Scott and the private school. As she jumped from topic 
to topic, she complained about her husband’s “lack of parenting skills.” Yet when 
I responded to her “urgent” need for a session with possible appointment times 
the same week, she replied that she didn’t think that her husband could get away 
and would be traveling out of town frequently for the next 3 weeks. She opined 
that Mark probably would not come in because “he thinks all shrinks are nuts.” 
Finally, she reported that she was in individual therapy and that they had been 
in therapy before as a couple, “but it never worked out.” 

I told her that I would hold an appointment time on Wednesday and one 
on Friday, and that she or her husband could let me know if they wanted either 
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one by a certain time. He called back in 20 minutes and asked if they could have 
both hours. 


Notes from First Phone Contact 


My first impression was that this couple was at best nominally ready for therapy, 
that they were prepared to sabotage therapy with threats of quitting and control- 
ling tactics, and that they would greatly try to limit the scope of the therapy. I 
also noted her partner-bashing and help-rejecting complainer style. Contrasting 
information from Dr. A (a frequent source of referrals that proved historically to 
be good matches) indicated that they were bright, motivated, had some obvious 
couple issues, and that he thought I would enjoy working with them. 


In the Waiting Room 


A tall, slender man with an executive position, Mark was neatly and conserva- 
tively dressed in a suit and tie. He seemed very organized and calm. On arrival, 
at 9:40 (as requested) for the 10 A.M. meeting, he turned off and put away his 
cell phone, picked up the waiting clipboard, and began completing the requisite 
intake forms. 

By contrast, Lisa arrived in a last-minute rush precisely at 10 o'clock, talk- 
ing on her cell phone while precariously balancing coffee for both of them and a 
giant, gooey cinnamon roll for herself. She was dressed in what once would have 
been called “hippie garb,” but it seemed that her garb was more of a fashion 
statement than a lifestyle. She began the session eating, saying she didn't have 
time for breakfast. Later, she got up and left to wash her hands. She declined an 
invitation to review what Mark had written. 

As is my norm, after greeting them, I glanced through the forms that Mark 
had completed. His printed responses were so neat that they looked almost 
typed. 

At the time of the first session, Lisa was 49, Mark 47. Both of them had 
master’s degrees (his, MBA; hers, MEd). They had been married for 21 years and 
had four children Anna, 18, Scott, 14, and fraternal twins, age 6. He appended 
the word “unplanned” next to the twins’ names. There was no evidence of any 
significant medical conditions or addictions. Under the reason for the appoint- 
ment, he wrote, “Help with parenting and conflict about son’s schooling for next 
year.” 

Two omissions were quite interesting: no entries for prior therapy and no 
signature on the HIPAA form. In fact, Mark asked if he could pay cash and 
have no records kept. When I explained my record-keeping responsibilities, he 
seemed to accept that. Lisa evinced no particular concern about confidentiality. 
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Phase 2: Transition 


At a first session, I do not do a formal evaluation, but rather listen as authenti- 
cally as possible to each partner, trying to gather information both from what 
they say and their style or manner of saying it. I try to understand their values, 
the underlying myths that guide them, and estimate the appropriate level and 
type of intervention as indicated by the Chronological Divorce Sequence (CDS; 
Shapiro, 1984); a clinical instrument of separation and divorce. 

The CDS is a generic model of progressively serious events in the separation/ 
divorce process. Thirty-three stages and six major escalations are detailed and 
used as a heuristic assessment tool for clinicians. Specific therapeutic interven- 
tions are geared to the number of stages through which the couple has trav- 
eled down the road to divorce. In general, the length and depth of the therapy 
required increases with the number of stages/escalations completed. Escalations 
range from acknowledging interpersonal distance (1), to extramarital affairs (5), 
to one partner moving out (6). 

Transition may be considered the time during which clients learn how to 
benefit from this therapy and the therapist begins the organic process of join- 
ing with each member and with the couple per se. When successful, the clients 
begin to develop a level of trust in the therapist and the process. The therapist’s 
job is to identify the automatic responses (resistance styles) of each member of 
the couple and the couple as an entity. 

For the existential therapist, the manner in which clients defend psycho- 
logically represents both the method to generate security and their psychologi- 
cal strengths. Resistance is considered the pathway to later interventions. For 
example, Mark responded to the anxiety of beginning therapy with orderliness 
and thoughtfulness. By contrast, Lisa’s comfort zone was characterized more 
by emotional (and chaotic) conversation. This suggested that, at least initially, 
Mark would best be approached more cognitively and Lisa more affectively. It 
is important to note that such alternative strengths are common in a couple. 
The divergence may also serve as an effective, albeit unconscious, mechanism to 
reduce or block intimacy. 

The process begins with encouragement of enactment to activate their 
defenses and then joining the resistance in both content and process. Process- 
level joining characteristically increases trust dramatically and begins to help 
them refocus on the here-and-now interactions during sessions. It is important 
to note the terms enactment and resistance are used here more phenomenologically 
than in classic psychoanalytic formulations. The focus is on identification and 
joining with the clients’ experience to explore the consequences and meaning, 
rather than on insight into unconscious phenomena. 

Observing the couple’s characteristic interaction under the stress of early 
sessions allows for better comprehension of the ways in which their communi- 
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cation produces less, rather than more, contact and intimacy. As a participant- 
observer, the therapist is in a position to help the couple experiment with 
anxiety-provoking and less-defensive communication and thus approach greater 
intimacy in the moment. This begins with empathy, reflection, sensitivity, and 
mild confrontation, and through active involvement explores their capacity for 
more intense forms of intimacy. 

We entered this second phase of therapy with my query, “What can I 
do to help? I spoke briefly with Lisa on the phone, so I wonder if you [Mark] 
could briefly fill me in.” In an attempt to keep early contributions somewhat 
balanced, I characteristically begin with the spouse with whom I had no prior 
contact. 


Typically the partner who makes the initial contact with the couple therapist is the 
partner who is more motivated for therapy. One of the very important and com- 
mon challenges for the couple therapist early in therapy is finding ways to engage 
the more reluctant partner so that the alliances formed with the two partners are 
reasonably balanced. 


Question: When one partner appears less “ready” for change it is natural, 
but not helpful to the couple, for the therapist to ally more 
quickly and easily with the more motivated partner. What might 
you do (or not do) to draw in the less motivated partner, and 
how can you handle (correct) early imbalanced alliances based 
on differential readiness to change in the partners? 


Mark reported a real disagreement about schooling for their three younger 
children and a desire for some crisis intervention with the two oldest. He 
described briefly the school incidents that prompted the current crisis. He added 
parenthetically that Anna had been pushing him away and refusing to listen 
to him. Lisa jumped in quickly to add, “That’s nothing compared to how Scott 
talks to me!” 

In response to my inquiry, they both denied any precipitating incident or 
event in the family. Instead, they reported that things had been uneventful and 
“boring” except for the two kids’ aberrant behavior. 


THERAPIST: Well, this is a time of great transition in the family. Your daughter 
is about to leave home and travel 3,000 miles across the country. Your son 
may be going to a new school, and the twins are entering first grade. Do you 
think those shifts have anything to do with it? 


LISA: You mean they may be anxious about the changes? 


THERAPIST: It’s possible, and it’s also possible that the imminent changes may 
have an emotional impact on all of you. 
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Lisa: No. What we want is advice on how we can get Scott back into his school 
next year. 


THERAPIST: (to Mark) Is that your goal also? 


MARK: Actually, no. I am not at all happy with the school, and this incident is 
typical. It was a schoolyard fight between two boys. I don’t think my son 
needs to be in therapy or expelled for defending himself. Because of it, I am 
less interested in supporting them. 


Lisa: What are you talking about? The Academy is the top school, and it leads 
to the right colleges, and all his friends are there. (Adds disdainfully) What 
do you think, we should put him in the public school? 


MARK: I went to public school, and the public school in our area is one of 
the best in the state. Besides, he wants to play football, and they have a 
team. 


LISA: You know I don’t approve of violent or competitive sports. It’s bad for kids. 
Tell him, Dr. Shapiro, how sports and competition can warp a child’s sense 
of himself. 


THERAPIST: It sounds as if this disagreement has been going on at home for a 
long time. 


They both nodded and proceeded to go into it again, escalating slightly in 
tone and energy. At this point, I was looking for ways that the process of the 
ongoing conflict might be serving them. 

After the second (escalated) version of the battle, I asked, “What else do you 
disagree about?” When they both replied, “Nothing,” I queried, “So, you save it 
all up for the school issue?” Mark related that the only other thing is that Lisa 
liked to “tell me what to do and when to do it at home, when I like to just hang 
out with the kids.” 

I noted privately a need to come back to this question and to address his 
feeling the loss of his daughter as she pushed against him emotionally and her 
going to college. 

Because I believed that there was a connection and I could offer them some 
help, I began to look for the potential landmines. With about 20 minutes left 
in this initial session, I asked, “When Lisa called, she mentioned that you had 
been in therapy as a couple before. Is this the same issue that brought you in to 
see other therapists?” 

At Mark’s request, Lisa launched into a very lengthy, overly specific descrip- 
tion of their previous couple therapy attempts. In summary, they had seen briefly 
several well-known therapists in the area. She reported that each of these thera- 
pists wanted to get into their personal lives and couldn’t focus on the “real” 
school problem. 
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THERAPIST: At the risk of asking you one of those questions myself, what did 
those therapists think was going on? 


Lisa: Well, you know shrinks. They’re only interested in sex. 


We all laughed at that response, and because it was clearly potentially 
explosive, I did not pursue it at the time. At the conclusion of the initial session 
I wrote that their power struggle with the school choice was likely the current 
convenient “skirmish du jour.” Because I believed that their intimacy-regulating 
power struggle actually kept them from agreeing on a school decision, in the sec- 
ond session I wanted to pursue consequences of their battle. What does it yield 
them both? What was the positive value of such a conflict? It was clear that more 
trust was necessary before openly focusing on their relationship. 


Session 2 


After a brief review of their reactions to the first session, I suggested that we 
discuss the arguments for and against the school decision. Lisa jumped imme- 
diately into praise for the Academy. She opined that it had been wonderful for 
Anna and how successful it was in placing graduates in colleges such as “Ivy 
League schools, Stanford, Mills, and Reed.” Among the Academy’s noteworthy 
positives were that it was “feminist, liberal, and academic.” She also confessed 
that all of her friends were teachers there and that she hoped to be able to help 
teach in their elementary grades as an aide while the twins were attending. 
Lisa’s description of the school and several intertwined success stories consumed 
almost 40 minutes. Mark was quiet and patient during this period, and I was 
able to be empathic both with her excitement and fear of losing such a great 
opportunity. I was able to frame her choice as a loving one, trying to do the best 
for her children. 

Although I tried to break in to her monologue several times, there was no 
easy way to cut short the flow of ideas. She was prepared to make her point and 
wasn't going to stop short. At the 40-minute mark of a scheduled 50-minute 
session, I finally interrupted firmly, asking whether they wanted to give Mark 
equal time next week or take a much shorter time now. His response surprised 
me. He asked, “Is there any chance we could come back later today or tomorrow 
to give me a chance?” When I told them that I had the next hour free, they took 
it eagerly. 


THERAPIST: Mark, would you be willing to talk only about the advantage of 
the public school {PS} for Scott and not comment on the Academy [Lisa’s 
preferred school]? 


MARK: Well. I think they are the same. As Lisa said, the school was great for 
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Anna, and we couldn’t be happier about her college choice and her educa- 
tion. 


LISA: I told you it’s the best school. You just need to see if they’ll take Scotty 
back. 


THERAPIST: (extending hand slightly as if a traffic cop) Lisa, wait please. Instead of 
pushing your choice, which you have already described so eloquently, let’s 
give Mark a chance to describe what he wants. 


MARK: Well, I know Lisa hates this, but Scotty wants to play football, and PS 
has a team. 


He described with pride his son’s athletic prowess and his competitiveness 
and opined that what Scott hated about Academy was its philosophy of noncom- 
petition. 

At this point Lisa jumped in with references to studies that violent sports 
make boys more aggressive. She turned to me and instructed me to tell her hus- 
band that psychologists have indicated that football makes boys more violent. 


THERAPIST: (translating) Mark, Lisa is concerned about Scotty turning his back 
on his gentler side and you are concerned that he will lose his competitive 
edge. Would you describe yourself as competitive? 


MARK: In business and in sports. 


Mark described himself as a stellar athlete in high school and college. He 
also talked about his military career. Because this was the first opportunity to 
see him emotionally engaged, and because this was more about him than his 
son, I decided to join with him around both experiences. As he talked about 
winning a scholarship to a college with a major basketball program, I com- 
mented that he was on teams that played for NCAA championships, he laughed 
and referred to himself as someone who “rode the pine a lot” and played just 2 
minutes in the Final Four. 


THERAPIST: That’s still impressive. What meaning do you give that? 


MARK: I was really proud. I went as far as my talent could possibly take me. 
I played with great guys, had a great coach, and it made college for me. 
My parents really loved it also. They would drive hundreds of miles to go 
to games, even though they knew I probably wouldn't get to play. (getting 
misty-eyed). 


To underscore the emotionality of the moment, I redirected him to tell Lisa 
what generated his evident feelings. I was particularly interested in emphasizing 
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to both of them how emotional he was inside and marking a place for their later 
connection. Looking to me, Mark said, “She knows.” As I indicated that he talk 
directly to her, he turned and continued, “You know they adopted me and were 
the greatest parents. I felt so loved—I still feel so loved by my mom and dad.” 

During this interaction, Lisa also became teary-eyed and I could see how 
open and supportive she was talking about his parents. We focused on the 
moment and their sharing and closeness. I commented on their obvious connec- 
tion and wondered how it was for each. She reported that they were often this 
close and editorialized that it indicated why they didn’t need more therapy. 

Because that broke the moment and I wanted to stay focused on them, I 
went back to the well, inquiring about his stint in the military. He replied that 
he had been in the Air Force for 8 years, leaving just as he met Lisa. As is my 
wont, I asked where he had been stationed. He said Kadena (an Air Force base 
on Okinawa). When I replied, “Down Highway 74 from Naha,” he laughed and 
said, “You are probably the only person in this area who knows where it is.” I 
inquired whether he was in PACAF (Pacific Air Force) the whole time. He nod- 
ded and warmly smiled again. He then said that he preferred being quartered at 
Hickam Air Force Base (on Oahu, Hawaii). 

These unusual side discussions in therapy are common and positive during 
transition. They provide a sense of bonding and build a foundation for later, 
more confrontational interventions. Although this content was not what either 
of them had expected, they seemed pleased by this apparently un-therapy-like 
conversational sojourn. 

For example, when I mentioned the powerful symbol of the unfixed bul- 
let holes in buildings at Hickam, he related what it was like to feel close to the 
attack on Pearl Harbor and how the men in his father’s generation all joined the 
military during World War II. He then looked at me and said, “I never thought 
a therapist would understand what it was like to be in my life. I just was wait- 
ing for more [psychobabble} and talking about my mother . . . You know, before 
today, I was going to live up to my promise to come in twice to appease Lisa, but 
I think this really could be OK.” 

When I responded that it was important to keep aware of the part of him 
that would rather be anywhere else, he looked at me with a wry grin and then 
turned to his wife and said, “This guy is OK.” Turning to Lisa, I said, “So at this 
moment, Mark is happy being here, talking this way.” 

Speaking to him in her direction and in the third person made it far easier 
for him to acknowledge and for her to appreciate what he was saying. I also com- 
mented on how, with all the discipline and order he had experienced in basket- 
ball and the Air Force, “it must be particularly frustrating when your daughter 
inexplicably is pushing you away.” He appeared stunned by the comment and 
slowly nodded as if clearly focused inward. 
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Turning back to him, I asked where he went and he said, “I miss her already, 
and she hasn't even left.” Again, I addressed Lisa and commented (in her emo- 
tional language) that Mark felt almost as if something very tender had been 
ripped out of his heart. 

They both nodded. 

After the session, I noted their capacity to connect at deep levels at least 
briefly around their mutual love for their children, his parents, and tenderness 
around loss. I planned to pursue this the next session and to reconsider aloud 
that their ongoing battle, which appeared to be a struggle about the school 
choice, might also reflect a fear of loss, an unwitting yet effective way to keep 
their connectedness at a safe, albeit less than optimal, level. 

Because the prior session had been so dramatic, I expected a bit of a pull- 
back (and history gathering) in the next few sessions. Not surprising in retro- 
spect, the couple outdid my wildest expectations. 


Third and Fourth Sessions 


Lisa came alone, reporting that Mark had been called out of town on business. 
She also indicated that Mark wanted his own session the next week. 

It is atypical for me to see one member of a couple. When I do, I have rules 
that anything discussed belonged to the couple; I told her I would not keep 
secrets. She agreed readily, reporting that she and Mark had already made that 
agreement. 

Lisa described primarily her personal history. The middle of three sisters, 
she had grown up on a commune until her mother passed away of a congenital 
illness when Lisa was 9. Soon thereafter, her father moved them to an affluent 
community in southern California. She claimed to be her dad’s favorite and 
reported that he remains today a significant presence in her life, “although he 
agrees with Mark about schools.” 

She described in detail her “wild days” as a single woman with “many lovers; 
lots of (illicit) drugs and no ambition.” She called the last few years of college 
and the next 4 years as “my fun years.” She stopped using drugs and had a series 
of monogamous relationships, while getting her MEd degree and beginning a 
career as a teacher. When she met Mark, she was engaged to and living with 
another man. 

Much of the history was provided in a somewhat seductive manner, almost 
a test to see whether I could handle her past and if I could deal with her now. 
I listened almost without comment, or opportunity to comment, for the entire 
50 minutes. 

As planned, Mark came in for the next session alone. He acknowledged that 
he had talked with Lisa, and he knew I would not keep secret from her anything 
he told me. He also wished to fill in historical events, “so you know us better.” 
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Mark’s history was substantially different from Lisa’s. He was adopted as an 
infant by parents whom he described as “good, hard-working, loving people.” 
An only child, he had grown up in a lower-middle-class rural home, excelling 
in sports and school. His college career was marked by basketball and academic 
success. Following family tradition, he went directly into the Air Force, earning 
an MBA while serving as an officer. On leaving the Air Force, he “took my first 
real vacation with two friends,” meeting Lisa at a Mexican resort. 

He reported that he had made a lot of money as a named partner in an 
investment firm and was now focused on developing a charitable foundation. 
He indicated that something he might want to address in sessions was a conflict 
with Lisa regarding his wish to set up a scholarship program at his alma mater. 

I inquired if being adopted held any special meaning for him. He said it did 
not, but then wondered out loud, “Why we have never told the kids that their 
grandparents arent blood?” 


THERAPIST: Any ideas about that? 

MARK: Well, I don’t know why anyone would give away a baby. 

THERAPIST: You love your children so much, you wonder why your birth parents 
would give you away? 

MARK: Yes. Why did they just toss me out? I mean I was probably better off 
with my {adoptive} parents, but I just don’t understand. 


When I inquired whether he thought that his striving for perfection was 
related to avoiding any additional abandonment, he began to weep, commenting 
that he had never been the one to end a relationship. The impact of adapting to 
the fears of rejection were then brought into the moment and then extended to 
the relationship with Lisa. He was very thoughtful and teary during the remain- 
der of the session. 

At the end of this session, he asked if future sessions could be double time 
(100 minutes) so that they’d have enough time to fully deal with their concerns. 
I told him that we could do that, but it may take some scheduling flexibility 
week to week. 

Although we were still dealing with some tests of the therapist and therapy, 
the transition was giving way to the treatment phase. We would drift back and 
forth over that imaginary line for some time. 


Phase 3: Treatment 


During the treatment proper, or change aspect of the therapy, the primary foci 
are (1) increasing intimacy during the sessions by turning the therapeutic tri- 
angle into more enhanced dyadic connection, (2) staying more in the here-and- 
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now, (3) problem solving, and (4) out-of-session homework. The method is to 
explore together the consequences of current behavior and a detailed exploration 
of implications of continuing as is (in process as well as behavior) versus the 
alternative—tfacing their fears of the unknown. 

Clients are encouraged to consider small experiments that make them face 
those fears. It is important to note that facing one’s fears of the unknown is not 
the same as acting in a counterphobic manner. Truly considering and under- 
standing the fear of leaping from the high diving board does not require actually 
jumping. Indeed, the latter could actually work in reverse, obfuscating mean- 
ing. 

The couple may be encouraged to question more in and out of sessions, 
break familiar patterns, try alternative responses to each other and to challenge 
the meaning s/he gives to particular thoughts, feelings and actions. Finally, it is 
the therapist’s job to encourage them to express their desires directly and to be “a 
little crazy” with each other—more spontaneous, creative, and playful. 

Sessions 5 and 6 were conjoint, albeit a little less intense. The couple wanted 
to talk about parenting skills and styles. 


As this case illustrates, the content (e.g. “problem du jour”) of what couples want 
to focus on often covers a wide range, either because they have multiple unrelated 
difficulties, or because they have one primary difficulty that shows up in many 
varied forms. 


Question: How can the therapist distinguish between these two very dif- 
ferent situations? In particular, in regard to a couple’s core prob- 
lem taking many forms, how can the therapist try to identify 
repeating patterns and themes, even in the face of what appear 
to be “different” problems? 


They focused first on Anna, questioning repeatedly and at length whether I 
approved of their grounding her by taking away access to the car and getting 
weekly reports from her teachers. The discussions were very detailed, and they 
were on opposite sides of every question. 

Finally, faced with a need to make a school decision, they came into the 
seventh session in the midst of a reheated conflict. Mark said that he had gone to 
the Academy to observe classes. Although he was impressed with the academics, 
he reported that he got squeamish because it was so “girl-oriented.” He added, 
“They don’t even have Phys. Ed.” By contrast, that was part of what Lisa liked 
most about the school. 

Because neither had visited the public school, I asked whether they would 
be willing to do an observation trip for data collection. 
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In the eighth session, they reported that they had gone to PS and that they 
came away with mixed reactions: They both thought that the Academy was 
better academically, but that the boys at PS were much happier. They also both 
agreed that PS was far from being a training ground for violence and aggression. 
I summarized that now that they had additional data, they seemed more on the 
same page. Lisa reported that she was more open to considering PS. They were 
also pleased that three of Scott’s friends were there and greeted them. 

I decided that it was a good moment to bring the discussion to a head and 
to give us all the opportunity to envision what impact resolving this conflict 
would have on the couple. I told them I was going to put on my negotiator’s hat 
and that this was the time for final negotiation and compromise. 


As Shapiro’s discussion makes eminently clear, with many couples the therapist 
plays multiple roles over the course of therapy: educator, healer, negotiator, parent, 
social engineer, provocateur, and coach. 


Question: Which of these many potential couple therapist roles fits your 
personal style of relating best? How do you handle situations in 
which the therapy seems to call on you to play a less-preferred 
role with the couple? 


To underscore the businesslike nature of this period, I picked up my clipboard 
and asked, 


THERAPIST: Mark, what would Lisa have to give you to let her choose the 
school? 

MARK: Wha... ? I don’t understand. 

THERAPIST: You two are in a conflict. You are looking to compromise. What do 
you want? 

MARK: I guess that I'd want him in after-school sports at least three days a 
week. 

LISA: Oh, and who do you think is going to be the chauffer taking him all over 
the place with two little kids? 

MARK: (in an irritated tone) You have a full-time nanny and Ella from the neigh- 
borhood! 


THERAPIST: (with left hand extended slightly, like a traffic cop) Lisa. Wait. Before 
you start negotiating on his terms, what would Mark have to do have you 
give in to PS? 

LISA: Wellll . . . Mostly he’d have to deal with all the after-school stuff . . . Pick 
up Scott from school or sports and deal with the homework until dinner. 
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THERAPIST: Are you sure that would be OK? (sfter she nods) Mark, what about 
that? 


MARK: I could get away and pick him up, but I couldn’t quit my day that 
early. 


THERAPIST: What if there was a way to continue your day after you picked up 
Scott? 


MARK: You mean, like taking him to the office and having him do his home- 
work there? 


THERAPIST: Lisa. What are you feeling now? 
LISA: Mostly relief. 


THERAPIST: So this could work. How would Scott react to this decision? 


They agreed that he’d like it. Lisa added, “He always wants to go to Mark’s 
office.” I recommended that they think it over carefully and make a decision. 

At the beginning of the next session, they came in smiling and holding 
hands. They announced that the solution worked and that this would be their 
last session. In fact, they said they might be leaving early to get lunch before the 
kids came back. 

In response, I noted they got the decision that they came for. I then added 
my willingness to work with them either now or in the future to get at the roots 
of how this became such a difficult struggle for them. 

When they inquired about what I meant, I responded this problem was 
solved by their ability to balance their love for the children with both thinking 
and emotional perspectives, but that it was so hard because of a long-standing 
pattern of automatically adopting opposite sides of a dilemma and keeping a 
good argument going. 


THERAPIST: The consequence of this embedded pattern is typically greater 
distance. You seem unconsciously to be able to work in tandem to be /ess 
together. 


LISA: (sarcastically) So we need years of psychoanalysis. 


THERAPIST: No. Iam not saying that you need anything. I am offering my help 
at perhaps finding how you can regulate the distance without a fight. 


MARK: What do you think that we have to deal with? Is it all that childhood 
stuff? 


THERAPIST: I am less concerned with the past than how it affects you in the 
present. I know you both suffered from rejection in your past: Lisa’s mother 
dying and you being abandoned by your birth parents. Because of the way 
you each took in those experiences, you are both a little gun-shy now. So 
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when you come to a conflict, you each have effective ways of avoiding any 
risk of another rejection. Lisa, yours comes up in your emotional certainty 
and Mark, yours in extra logic. 


After we discussed this for several minutes, they agreed to talk it over at 
home, promising to call within the week to make an appointment 3 weeks hence 
after, their vacation. They did not call or return my calls for 6 weeks. Then Mark 
called, apologized for not getting back, and said they were in a good place and 
would call if they needed help again. This marked a premature initial termina- 
tion. 


Phase 4: Termination 


Termination presents two interrelated challenges: transfer of training and deal- 
ing with saying “aloha.” Lisa and Mark had solved the school problem, but had 
not dealt with the underlying issue that generated the conflict nor faced the loss 
of the therapy relationship. 


Treatment Redux 


Six months later, Lisa called asking for an individual appointment. When 
I reminded her of the continuing rules of limited confidentiality, she readily 
agreed. 

To my surprise, they both arrived for the session to “fill me in.” They related 
that things were going very well, and that although the PS agreement was not 
easy, it turned out to have some unexpected benefits, including a deepening 
father-son bond for Mark and Scott. Homework fights were no longer a staple 
after dinner, and Scott thrived academically in the new school. Lisa, freed from 
the conflict over Scott, turned her attention to the more positive interactions 
with the two younger children and her volunteer work at the school she so loved. 
Home life had also improved. They reported that Anna was about to leave for 
college, and her conversations with Mark were far more positive. 

After joining in their happiness at the results of prior sessions, I wondered 
aloud how their own relationship was going now that the conflicts had lessened. 
They indicated that they might want to learn more about how their conflicts 
were generated, but first Lisa wanted her scheduled individual appointment. 

We met the following week. As usual, she began talking rapidly, intertwin- 
ing several subjects. At the core, the session was about her fear of losing a close 
friend, whose marriage was deteriorating. While Lisa was encouraging the friend 
to stick it out, a third friend was pushing for divorce. She cried frequently as she 
told the story and was evidently anxious. 
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I focused her attention on the emotion, and we began to discuss her feelings 
about her own family breaking up and moving away after her mother’s death. 
She related that she felt guilty about her mother’s death because she had been 
away at camp, even though she had a premonition about her mother’s failing 
health. I said, “Try to focus on what’s happening now in this office. What’s the 
anxiety and sadness about for you?” Lisa responded by saying she was fearful of 
losing the people she loved, “Mark, the kids, and my dad.” 


THERAPIST: And Anna is about to leave for school . . . 
LISA: But that’s a good thing. 


THERAPIST: So even though they are all here and present in your life, you worry 
about losing them and... 


LIsA: Then I'll be alone and miserable. I’m glad I came in. Mark doesn’t like to 
talk about these things, and sometimes he tells me he is all talked out and 
needs to resume another time. He is like most men. He can’t talk about 
these things for more than 20 or 30 minutes. 


THERAPIST: And when he tells you he’s talked out, what does it mean for you? 
LISA: I’m afraid that he'll leave me if I keep bringing it up... 


Lisa began to talk about how she doesn’t like coming to see me, but always 
feels better when she leaves. After she laughed about the humor in that state- 
ment, I asked her what it meant to be here. 


LIsA: You know, it’s funny. When we talk I know you are here and I can sense 
that, but when I don’t see you it’s like you are gone. 


THERAPIST: I am here now—what does that feel like? 


Lisa: When youre here, I feel like you understand and I don’t worry about you 
rejecting me. (adding hastily), After all, I am paying you to listen to me. 


THERAPIST: Does it feel like you wouldn't be interesting to me if I wasn’t being 
compensated? 


Lisa: No, I think you really care. 


Then, looking embarrassed, she asked about what to do about her friend. I 
commented, “This situation seems similar to the one with Mark around Scott’s 
schooling. In the face of a conflict and you and Mark automatically took oppo- 
site sides of the argument. Now you two friends are at odds over a third friend’s 
dilemma. It seems to me that while there is an ongoing battle, nobody is going 
to be rejected.” Soon after this exchange, she made an appointment for the next 
week and left. 
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When she came in the next week, she said that the main reason she came 
was to tell me how I gave her clarity about her friend last week. In response, I 
inquired whether she had any clarity about herself. She responded, “Do you like 
dreams—I had one you'd just love as a shrink.” She then launched into a very 
detailed description of an erotic dream about an older man with whom she had 
been involved while at college. 

What was particularly interesting was that I had a sense that she was trying 
to reward my help with eroticism and at the same time being less intimate per- 
sonally because the conversation was one step removed from the here-and-now 
interaction of the prior session. I wondered aloud with her whether there was a 
discomfort simultaneously experiencing intimacy and sexuality. 

This began a series of four consecutive 2-hour conjoint sessions. She shared 
the dream about her affair in college with a professor, 25 years her senior, who 
would listen to her for hours. Mark was retroactively jealous, reportedly upset 
that she hadn't told him about it before, and particularly threatened because this 
older man had the one skill (extensive listening) that she claimed Mark lacked. 

Looking at the process in the session, I had a number of options. I could 
explore transference issues, the competitive triangle that effectively avoided 
intimacy between her and Mark by adding a third person (either the ex-lover 
or myself), or the impact of this communication their relationship. I chose to 
reframe the communication as her attempt to upset the status quo and venture 
into new relationship turf with Mark. 

Mark explained that he was more troubled by secrecy than the past rela- 
tionship. He knew about her other ex-lovers and they didn’t bother him. With 
some supportive prodding, he went on to talk about his fears of not being able to 
compete and losing Lisa. He agreed to try a brief thought experiment in which I 
spoke to Lisa for him: “I like that you are trying to change our relationship for the 
better, but as appealing as that might be, it is also anxiety provoking. Id prefer 
that you tell me about fantasies with me, rather than with an old boyfriend.” 

Lisa responded by avoiding his vulnerability, increasing the distance, saying 
she didn’t know if the guy was even still alive. I added, “Lisa, please try to finish 
a sentence for me. Mark, if I tell you some new adventure. . . .” 

She began weeping and asked, “What if you won't like me for doing that? 
The other day I thought about sneaking up on you in your office and {description 
of a sexual act].” We agreed that although it was not feasible, they both relished 
and were reassured by the thought. When I recommended that they hold the 
fantasy in their minds, they reported that they both felt vulnerable. Later she 
said, “If I let myself go like that and he left for died like her mother} then I’d be 
defenseless.” I responded, “So, you avoid pleasure and vulnerability in the pres- 
ent because it will end in the future. Does it sound like she’s been reading your 
mail, Mark?” 
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When he nodded, I asked them to give each other examples of how their 
mutual fear of vulnerability kept them from taking intimacy risks with each 
other. Although this exploration continued for three sessions, they were sepa- 
rated by several breaks over a 9-week period. Sessions were cancelled for family 
travel, sick children (despite the presence of a live-in nanny), and work crises. 
Each break required rekindling the intensity. I commented on this prior to my 
vacation, which coincided with their trip east to take Anna to college. We sched- 
uled three 2-hour sessions when I was to return. 

They canceled the first with a promise to call to reschedule. Three months 
later, Mark called to request help with a business concern. He was frustrated that 
his partner “shuffles paper all day, does a lot of lunches, and leaves the work to 
me.” As we were discussing this, he began to feel very distant, almost as if he 
were reporting the problem on automatic pilot. 

When I commented on that, he kept assuring that the problem was real. 


THERAPIST OK. You were describing how John’s nonperformance meant that 
the workload fell to you. Once again, when someone /as to do it, you are 
the go-to guy, the one with the lion’s share of responsibility and fewer of 
the rewards. 


MARK: It’s always that way (looking very sad). 


When I inquired about the sadness, Mark began to describe feeling all 
alone at home. Because their youngest daughter was having nightmares, Lisa 
had taken to sleeping with her in their bed and he was relegated to the guest 
room. He said that he felt dispossessed and guilty for not putting his daughter 
first. He said that his mother recalled that when he was her age, he was beset by 
nightmares also for several months. 


THERAPIST: So you are not really worried about your daughter at this point. 


MARK: No. Aside from the sleeping thing, she seems happy, does well in school, 
has friends, and is a sweet, loving kid. Ever since I started spending more 
time with Scotty, the other kids also want special time with me, and she 
especially likes daddy—daughter outings. Last week we went down to the 
aquarium and spent hours there. 


THERAPIST: Sounds like you enjoy these outings also. 


MARK: I really do. The kids are great. The last two weekends, Ls been away and 
the kids and I had a campout in the back yard with tents and barbeque. We 
couldn't have a campfire—local ordinances—but it was great. 


THERAPIST: In the midst of all these happy thoughts, that look is coming across 
your face again. What’s the “but” here? 
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MARK: I feel like Iam not getting any time with Lisa, and when I do it’s all her 
“honey-do” lists. 


THERAPIST: A few months ago, it seemed like you were really getting closer. 
What changed? 


After a long silence, he described the familiar pattern of closeness, inter- 
rupted by “all the usual things getting in the way, but now I’ve tasted the close- 
ness, I miss it more.” 


THERAPIST: Have you told her how you feel? 

MARK: well, indirectly. 

THERAPIST: So in a way that'd be hard for her to decode. 
MARK: (laughing), Yeah. 


THERAPIST: I'd like to recommend that we set up some meetings for both of you 
and that you talk with her about this conversation. 


They came in later that week. Despite their initial admonition that this 
was their “third rail” for prior therapists, they wanted to focus on their sex life. 
They described their sexual contact as having diminished significantly over the 
years, to be approximately monthly now. Mark took the lead, directly expressing 
some anger that Lisa had insisted that he get a vasectomy after the twins were 
conceived and then refused any sexual intercourse for almost a year, during the 
pregnancy and afterward. 

I could not help but reflect on how he had tried to talk about this by writ- 
ing “unplanned” next to the twins’ names on the intake form. Despite saying 
repeatedly, “Our sex life is what it is,” he was clearly unhappy with both the 
frequency and the fact that she was completely in charge of the occurrence of 
those occasions. She responded that it was “normal” for sex to drop off after years 
of marriage and for the woman to be the gatekeeper. 

It took a while to get them into more direct communication in the moment. 
We were able to put the sexual dilemma into a broader relationship perspective 
as one of many conflicts around parenting, meal preparation, what Scott could 
do after his homework was done, and even when Christmas presents should be 
exchanged (eve or morning). By focusing on the consequences of these as a group, 
we reconstrued them as effective ways to keep the relationship safe (status quo), 
avoiding uncharted territory. Refocusing back on the presenting sexual content, 
I inquired about what advantage it may be to keep the relationship at this par- 
ticular status quo, where their sex life was predictable but unsatisfying. When 
they said it was silly and they had to just do it, I asked them to talk about the 
potential dangers of having a better sex life. 
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After some time, both underscored their fears of abandonment and rejec- 
tion, and I had them express directly their experiences with each other and 
what meaning they each took from the encounter. Doing this, they were able to 
become aware of the moment when they were coming closer and then backing 
away. 

For example, when they began to discuss personal topics, Mark described 
running out of things to say and just “caved in,” withdrew, or let Lisa do all the 
talking. I recommended that he tell Lisa and describe what it felt like. Similarly, 
Lisa said that she felt uneasy initiating sex because of her fear of rejection. Dis- 
couraging her customary avoidance behavior, I recommended she tell Mark what 
she was experiencing. 

In these sessions, we began identifying each time they came close to the fire 
of intimacy and jumped away from it like there was a fear of being burned. Mark 
responded particularly well to the recommendation that he eschew his usual role 
with Lisa as hero and Mr. Fix-it and instead tell her what he was thinking just 
before he began his automatic reaction. For example, he was able to tell her in 
session spontaneously that he was feeling a lot of love for her, while she was talk- 
ing about what it would be like with Anna away. 

She responded by deflecting his comment. With only minimal help, he was 
able to say, “Just tell me how that makes you feel, without the word ‘but.’ She 
did so, to the relief of both. We went through several similar iterations in the 
next few sessions. 

As they became more aware of the functional value of their negative predic- 
tions and expectations, they became increasingly able to face the fear of being 
intimate without an automatic progression of events. This translated into fewer 
unsolvable arguments as the value of distance diminished. 

Two other events occurred during this period. Mark confronted his business 
partner with a proposal that they redivide the labor. To his surprise and pleasure, 
his partner agreed and confessed that he felt guilty that Mark had been carrying 
him for the past several months. Also, either through chance or a systems shift, 
their daughter’s nightmares and need to sleep with mommy disappeared. 


A True Termination 


This time, they decided 3 weeks in advance that they wanted to terminate ther- 
apy, actually dealing with their feelings of loss of the therapy relationship and 
planning for ways of identifying and working on slips. 

In these final sessions, Mark said that he felt like he was about to lose “the 
older brother” he had never had. He said that he was grateful for the work we did 
together and thought a lot about how much he would miss the sessions and me 
as a person in his life. He also said that our “friendship” made him long for the 
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camaraderie of his college and military days and, in response, he had contacted 
two former teammates. Lisa commented tearfully that she felt heard and didn’t 
want to give that up, but knew that she and Mark had to do that for each other 
instead of relying on a professional. 


Couples differ tremendously in terms of how connected they (or a partner) come 
to feel to their therapist, and different models of couple therapy tend to promote 
stronger personal therapist—couple connections, making termination potentially 
more painful for the partners. 


Question: From your knowledge of different approaches to couple 
therapy, which would you say are likely to involve ending with 
greater and lesser senses of loss for clients? In your work with 
couples, how do you address this aspect of therapy termination? 


Not surprisingly, they inquired whether I could come to a social event at 
their home, or if they could call me as needed in the future. I responded posi- 
tively to the latter. 


POSTSCRIPT 


I actually saw Lisa and Mark two more times. Purely by happenstance, they sat 
right in front of me at a baseball game. They subsequently called for a “check- 
up” session. They described their struggles with their mutual fears of rejection 
and how they were sometimes just giving in to the pressure of maintaining the 
status quo and its emotional distance, “even though we know that we are playing 
not to lose, instead of playing to win.” However, they seemed content to work on 
their relationship on their own. 

As a way to help them keep their confidence high, I predicted realistically 
that there would be inevitable setbacks in the future. By making this normative, 
I could continue to join any residual resistance to therapy, lessening the option of 
failure as a way to defeat the treatment. I also reassured them they now had the 
tools to both identify these “slips” and to keep moving forward by facing those 
inexorable fears of the unknown. I reminded them that when they found them- 
selves avoiding intimacy or engaging in unsolvable battles, it was a sign that 
they needed to move closer toward each other, rather than more distant. 

One of the enjoyable metaphors Mark used was that they were still climb- 
ing the mountain, but often had to retreat and stay at base camp. He then con- 
fessed that their nickname for Shapiro was “Sherpa.” I suspect that when they 
reach the next storm at base camp, they'll call again. 
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CHAPTER 19 


Happily Ever After 
A Couple Therapy from Three Perspectives 


DAVID C. TREADWAY 


SESSION |: DAVID! 


Nancy and Carol sat close together on my blue sofa, smiling and holding hands. 
They were quite young and had gotten married a year ago. This was their first 
couple session. Despite being in the mental health field themselves (Nancy, a 
psychologist, and Carol, a social worker), they were obviously anxious. 

As an old married man who specializes in couple and family therapy, I was 
acutely aware sitting with them how different our life experiences were and how 
much I would need to learn from them to treat them skillfully. 

It wasn’t simply their gender or sexual orientation that I thought would be 
challenging. It was also their youth. They were in their early 30s, young enough 
to be my daughters. Most of my clients nowadays were in their 50s and 60s. I 
was acutely aware of my ignorance about how social changes in the last 15 years 
affected these two women who grew up in such a different era than I did. I obvi- 
ously didn’t know how much societal homophobia had influenced their develop- 
ment, and how well their families accepted them (or not). Or even how being the 
same gender affected their relationship positively and/or negatively. 

Those gaps in my knowledge were immediately obvious to me. I didn’t 
want my ignorance or assumptions and projections to do harm, and I also didn’t 


lIn keeping with the spirit of Treadway’s breaking with tradition in the format of this couple therapy 
case presentation, the editor mindfully is reminded of Archibald MacLeish’s oft-cited words, “A poem 
should not mean, but be.” 
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want to presume that their couple issues were dominated by their sexual orienta- 
tion and gender. I didn’t even know what I didn’t know. How did they end up 
with me? I wondered. I knew it would be important to address their choice of 
me and the potential pitfalls of our different experiences, but it felt patronizing 
to start there. 

I began the session the way I always do, because every couple is unique, even 
those who demographically and culturally look just like my wife and me. One 
of the most common difficulties we couple therapists have is projecting our own 
“reasonable” expectations and norms for a “good-enough” couple relationship. 
We are always bringing our life experience, our gender, our relational history 
to the mix of couple therapy. And quite naturally, we can be prone to identify 
more with the member of the couple who is more like ourselves. Frequently, our 
countertransference responses can impair our effectiveness. 

I always start first interviews by inviting clients to talk about their strengths 
and positive qualities first, to give me a sense of what works well between them 
and what they like about each other. I want to hear about their overall relation- 
ship and particularly positive elements before diving into the presenting prob- 
lem. So I invited Carol and Nancy to tell me about themselves. 

It turns out that they had met in a postgraduate training seminar and 
became very close friends. Since high school, Nancy had been aware of being a 
lesbian and had same-sex relationships. Carol had thought of herself as a het- 
erosexual and had not any sexual experience with women, but her relationships 
with men had never been particularly fulfilling. For Nancy, meeting Carol was 
love at first sight. It was a complete shock for Carol, who described it as “a truly 
magical revelation.” 

They told me that Nancy had been impatient with and hurt by Carol’s dis- 
comfort coming out to her family and friends. Nancy’s family had been accept- 
ing of her right from the beginning, and she felt as if Carol had shoved her into 
the closet for the first time in her life. 

When I asked what they most enjoyed together, they talked about their 
shared passion for outdoor activities, such as camping, kayaking, and biking. 
Despite their issues, they described themselves as best friends. 

Then I asked them my standard family-of-origin question, which usually 
elicits a wealth of material: “In what way is your marriage better or worse than 
your parents’?” 

Nancy laughed out loud. “Dr. Treadway, we've only been married a year. It’s 
a little tough to compare. And besides, my parents have a wonderful and awful 
marriage. Cliché Italian. My dad makes all the noise, my mom runs the show. 
When they fight all hell breaks loose, but they're still hot for each other after 35 
years. Carol and I never fight. It drives me crazy. She’s always yessing me to death 
when I know she disagrees. That’s one of the reasons we're here.” 

“Well, we'll certainly get to that.” I turned to Carol. “How about for you?” 
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She fidgeted, pulled her hand from Nancy’s and folded her hands in her lap. 
“I guess you would have to say our relationship is much better than my parents’. 
They divorced when I was 12. My dad married the woman he had been having 
an affair with and my mom, well,” Carol looked out the window, “she drinks too 
much and she’s never really recovered from the divorce. She thought they were 
happily married until she discovered Dad’s secret life. When my brother and I 
were little nobody ever fought. We looked like a happy family.” 

“Tell him what your father did,” said Nancy, a little sharply. 

Carol winced and pain swept over her face. “Oh, I wasn’t going to go over 
that.” 

“Well, he’s got to know.” 

“Nancy,” I interjected quickly, “probably it will be important for me to 
know but I don’t want Carol to talk about something she’s not ready to. I want 
to make sure this space feels comfortable and safe for both of you.” 

“Its OK,” Carol said. “I can talk about it. It’s just that he didn’t come to 
our wedding. Said he couldn't do it; couldn't give me away. He was sure I was 
making the mistake of my life. He said that he knew I wasn’t really gay and 
maybe—” 

“Do you believe this guy, after everything 4e did to his family,’ Nancy 
jumped in, looking for support from me. 

We were only 25 minutes into the first interview, and I could already feel 
the strong tug of the undertow currents. I felt Nancy's hurt and anger and her 
desire for me to side with her. I also felt the pull of Carol’s vulnerability. Maybe 
that’s why they picked me. One or both of them wanted the seal of approval from 
a father figure, I thought. Then I recognized the quick glibness of which I am 
highly suspicious after all these years. Often we therapists can assume we “get” 
our clients when we don’t fully appreciate what’s going on with them. We never 
see people as they truly are but as they are in front of us. 

“This harsh rejection from your dad sounds like it was incredibly hard for 
both of you. And we'll undoubtedly need to really address its impact on you. 
There’s obviously plenty for me to learn about your whole experience as a same- 
sex couple in this culture and how that affects your marriage. There’s a lot I don't 
know and obviously don’t have much experience with. I hope you two will tell 
me directly when I put my foot in my mouth.” I smiled at them. 

“Don’t worry, she'll tell you,” Carol said, nodding at Nancy. 

“You haven't messed up yet,” Nancy said with a laugh. “But I’ve got my eye 
on you. My therapist recommended you to us. In spite of your being a man, she 
thought you were a good couple therapist and at least had some experience with 
same-sex relationships. She’s seen you at workshops.” 

Normally, at this point, I would ask a couple about how their struggles 
affected their sex life, to get the intimacy issues out in the open early. But I 
felt a little tentative and skipped over it. It seemed more intrusive than usual, 
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possibly because of their gender and possibly because they were so young. I was 
uncomfortably aware that I already was responding to these women a little dif- 
ferently. 

“Tell me what brings you here,” I asked, finally getting to the presenting 
problem. 

Carol seemed to curl inward as Nancy launched a litany of complaints. 
Nancy said that Carol was too distant emotionally and intimately. That she 
was still uncomfortable being in a same-sex relationship, despite their being 
married. She described Carol as “passive—aggressive,” saying that she frequently 
broke promises and refused to ever really talk things out. And the most recent 
problem, Nancy said, was that she was ready for them to try to have a baby and 
Carol had agreed, but she was dragging her feet every step of the way. 

I leaned forward in my chair and said gently, “Nancy, it sounds like you 
have a lot of hurt feelings that have built up and that you really need Carol to 
work with you on these issues.” 

Nancy nodded. 

“And how about you, Carol. What do you see as the main problem?” 

Carol burst into tears, her shoulders shaking as she sobbed. Nancy seemed 
to stiffen. Finally, Carol gasped out, “She’s just so mad at me all the time. Noth- 
ing I do is right. I just want her to, you know, stop being so disappointed in me. 
Do you know what I mean?” She looked at me beseechingly. 

“Actually, Iam sure I don’t fully appreciate what you mean. But clearly, you 
need both Nancy and me to really appreciate how badly you feel and how much 
you wish for Nancy’s approval and appreciation.” 

She smiled at me through her tears. 

I had the beginnings of a connection with each of them. The heart of a 
successful couple therapy is developing a nurturing, compassionate alliance with 
each member of the couple in the presence of each other. 

I felt ready to introduce to them how I help couples design their own treat- 
ment. I felt this would be particularly important for them to feel a true owner- 
ship of our work. I didn’t want them to feel controlled by my authority. 

There are three key problems that often make couple therapy difficult. First, 
couples frequently arrive in therapy expecting the therapist to act like a judge. 
They each hope the therapist will side with them. Couples often regress into 
more immature cross-blaming behavior right from the first session, putting the 
therapist into a parental/leadership role that almost instantaneously generates 
resistance. Second couples tend to be all over the place, presenting with issues 
from their prior history of conflicts and betrayals as well as in the present tangle 
of problems, while often throwing in jibes about each other’s family of origin to 
boot. Third, by the time a couple arrives in our offices they have undoubtedly 
experienced many painful cycles of failed attempts at new beginnings and fresh 
starts followed by disappointments and accumulated distrusts. This frequently 
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undermines our efforts to get them to engage more skillfully and compassion- 
ately. 

About 7 years ago, I developed a new model for organizing couple therapy 
by giving the clients a method for designing their own treatment model. Rather 
than I, the authority figure, deciding the initial treatment approach, I offer cou- 
ples a choice among three different starting points and considerable latitude over 
the frequency and length of sessions. This not only empowers the couple to feel 
in charge of their therapy, it also puts them in a brand-new conversation that is 
not part of their stale repertoire of blame and defensiveness. It implicitly provides 
a restraint from change because they are encouraged to choose one beginning 
point while deferring working on other issues. Almost all couples need to be able 
to put aside many of their issues and grievances while focusing on establishing 
hope and possibility and accomplishing some initial successes. 

This new method of empowering couples and allowing them to design their 
own therapeutic process with a menu of possibilities to choose from has been 
incredibly effective in my work with couples in the last few years. 

I explained this approach to Carol and Nancy. “I usually start by presenting 
three options for structuring the therapeutic work. The first option is putting 
aside your past hurts, resentments, and blame and focusing on the here-and-now. 
The emphasis is on developing new relational skills and ways of communicating, 
decision making, and nurturing each other. What’s critical here is that you may 
have so much built-up anger and distrust that fresh beginnings, even if they go 
well, won't necessarily feel good. I remember once treating a couple in which the 
woman complained bitterly that all she ever asked for in their marriage was that 
the guy bring her flowers. And he never did. At the end of the first interview, I 
said, ‘Why don’t you bring her some flowers?’ and then he did. Guess what hap- 
pened.” 

Nancy responded quickly, “She didn’t like them.” 

“That’s right. She actually threw them at him and said, ‘After my asking 
for flowers for 29 years, you're finally going to do it. Why don’t you give them to 
the therapist instead.’ ” 

Nancy and Carol laughed. 

“I am certain that youve had many make-up sessions and made promises 
to yourselves and each other before arriving in my office. It’s natural if you have 
chosen to go forward that you will have considerable distrust and even a certain 
amount of resistance. After all, Rome wasn’t built in a day.” 

They looked at me a little quizzically, and I suddenly realized that that 
might be the first time either of them might have heard that old expression. I 
made a mental note not to reference the Lone Ranger or even the Beatles. 

“Anyway, the second option, which is especially valuable for couples who 
have accumulated significant hurt, anger, and mistrust from many painful 
moments in their relationship, is to put your present relationship on hold, estab- 
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lish a truce, and have zero expectations for improvement. Rather, we would focus 
on acknowledging your painful history in a safe, compassionate way. You each 
would have a session or two with your partner and me, where we would just 
listen, with tenderness and compassion, to your accumulated hurts and disap- 
pointments. I would help the listening partner put aside defensiveness and self- 
justification and simply hear. Then each of you would make amends for the harm 
youve done along the way in the form of an amends letter that I would help 
you write. Most couples can’t talk about their hurts without making it worse. 
We would work on your being able to open your hearts, apologize, and begin to 
forgive each other. We would really be working on bringing closure to the rela- 
tionship you have had, before beginning to work on the relationship you might 
have. Even though you've only been married for a year, you've been together for 4 
years, and I suspect you have accumulated some hurt and distrustful feelings.” 

They both nod. 

“We would work on amends and forgiveness and then focus on how to 
change you relationship and truly begin anew. 

“The third option is to begin with the story of your childhoods and the 
families you grew up in. For many people, their childhood experiences of love 
and loss, attachment and isolation, competency and insecurity shape who they 
grow up to be, what they seek in their intimate relationships, and why their 
present behavior doesn’t work for them. So, we might start with several ses- 
sions exploring those themes before we even get to your wedding day. And in 
the meantime, you would go on in your regular way together, even if it’s some- 
times difficult. This approach might help you to have a deeper understanding 
of the forces that may have shaped your relationship before even beginning to 
try and change it, particularly in the light of how differently your families have 
responded to your relationship.” 

“I definitely think we ought to start there,” Nancy said, quickly shooting a 
glance at Carol as if making a peremptory strike. 

Carol looked overwhelmed. “Well, this is a lot. I have no idea where we 
should start.” 

“Not to worry; there’s no right or wrong answer. Couples rarely have the 
time and the safety to decide together how to work on improving their relation- 
ship—how to collaborate on creating a more intimate and satisfying marriage.” 

I gave them each a handout describing the choices. “We don’t have a lot of 
time left, but let’s talk about it for a little. You don’t have to decide today. We 
can think about it more in our next session.” 

Like most couples, they disagreed. Nancy definitely wanted to start with 
the family of origin. Carol started by agreeing, but when I encouraged her to say 
what she really wanted, she said, “I think I would like to start learning some 
new things, some new ways of talking. We’ve been on the same merry-go-round 
about my family for a long time.” 
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Our work had already started. They were in a brand-new conversation, and 
it allowed me to gently steer them into not interrupting (Nancy), standing up for 
herself (Carol), and beginning to work collaboratively about how to be in charge 
of their relationship and their therapy. 

I liked them both and hoped I could be helpful. They seemed comfortable 
enough with me. We had begun our journey together. 


SESSION 4: CAROL 


“Should I wait until you get here or go ahead and start the session with him 
without you?” I asked Nancy on the phone. She was going to be about 10 min- 
utes late. 

“Do whatever you want,” she said in that impatient tone she gets when I ask 
her anything. And she hates being late, particularly for our sessions. I think she’s 
a little disappointed that Dr T hasn't fixed me yet, and even though she won't 
tell him she obviously doesn’t like the talk—listen exercise and the tender loving 
care homework that he has us doing. She says it’s too phony. She hasn’t said so, 
but I suspect she didn’t like our decision to work on the new skills stuff. She 
really wanted to get to my family issues. 

I was early and sat in the waiting room looking at the cartoons in the New 
Yorker. He had them spread out on a glass-covered coffee table that looked like 
it might have been a crib at some point. His waiting room was informal and 
relaxed. With the big TV set up, it probably doubled as a family room. He had 
mentioned that he had two sons when we talked about us having a baby. Nancy 
said he was obviously trying to be supportive of me when he talked about his 
difficulties with deciding about having children. Nancy thought he either liked 
me better or was siding more with me because I’m the one who, in her mind, 
needed more help. She wanted to have the baby discussion now. I was so not 
ready for that. 

I really missed the old Nancy and the way we were. I remembered our first 
year together as magical. Each day came gift-wrapped with surprise and joy. So 
many firsts. Like when we were studying in her apartment, and she leaned over 
and just flat-out kissed me. And then, somehow, I was kissing her back. Us, 
skipping down Brattle Street holding hands in front of the whole world. For that 
moment I didn’t care what anybody thought. And her dragging us out to Crane’s 
Beach at five in the morning to see the sun rise. I felt like a toddler; everything 
was brand-new, an adventure. 

Back then it didn’t matter that she was a woman, except with my family, 
and it did take me forever to tell some of my friends. But she was the heart of my 
heart. And that’s all that mattered, really. She still is but everything is so differ- 
ent. She used to be so impetuous and fun-loving and spontaneous. Now she’s all 
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about getting down to business, making a family, buying a home, building our 
careers. It all happened so fast. 

The office door opened and Dr T popped out with his big friendly smile. 

“Hi Carol, where’s your pal, Nancy?” 

“She’s going to be late. Should I come in?” 

“Why not? You're here and I’m here. And now you can talk behind her 
back and explain to me how it’s really all her fault,” he said with a twinkle in 
his eyes. 

I wasn't sure he was kidding. 


* * * 


It didn’t take long after her arrival for Nancy to turn up the heat. She was 
pissed about being late and didn’t want to waste any time. 

“So, Dr. Treadway, we are doing the exercises and all but we really haven't 
addressed any of the big issues, like when I will start trying to get pregnant, 
Carol’s stuff with her family, and for that matter, our nonexistent sex life. I mean 
seriously, talk about bed death!” She paused and looked at him, “Do you know 
what I mean by that?” 

I couldn't believe she said that. Sometimes she just says whatever pops into 
her head. 

But he smiled. “I have heard the term, but in this office sexual issues tend 
to be an equal-opportunity problem. Most of the couples I treat struggle with 
keeping the romantic spark alive. Actually, the talk—listen and TLC exercises are 
really a kind of foreplay because almost all couples need to accept that a certain 
amount of planning and scheduling is a key element to a regular comfortable 
sexuality. You can’t depend on both of you being ‘in the mood’ at the same time. 
In order to have some regularity in your sex life, it’s important to be able to give 
and receive pleasure, even if only one of you is really into it. When you guys do 
the TLC exercise and Nancy, you make Carol breakfast in bed or she gives you 
your scheduled back rub, you don’t have to be in the mood, do you? Couples 
need to be able to show up for their intimate life in the same way. 

“That sounds as romantic as flossing your teeth,” said Nancy with a gri- 
mace. 

“Well, unfortunately it’s true. I am one of the few therapists out there who 
is a big believer in the benefits of ‘mediocre’ sex. You don’t expect a gourmet 
meal every time you eat, but if you can have a regular enough sexual routine, 
then every once in a while the moon, the sun, and the stars will align and you'll 
have intimate, romantic, spontaneous, gourmet lovemaking. But it’s way too 
much pressure to expect that it will always be like that.” 

Nancy pursed her lips and folded her arms across her chest. She was annoyed 
at Dr. T’s sex lecture. She was always complaining about the lack of passion in 
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our lives, that I never initiate anything and that I make her feel like having sex 
is a chore. I suspect she has doubts about whether I really am into women. I 
hoped we wouldn't have to deal with that. To me, it was never about what body 
someone comes wrapped in. It’s who you love, and I still loved her. That’s what 
mattered. 

“Dr. Treadway, that sounds logical but I want to feel like Carol is still inter- 
ested. I don’t want to be one of her ‘to-dos.’ I mean, she’s always trying to be a 
‘good’ partner, but really I want her to want to be with me.” 

“This sounds like it’s very hard, Nancy. Maybe you need to say this directly 
to Carol. Go ahead and tell her.” 

I felt a knot in my stomach. He turned toward me and said, “Carol, I know 
you may feel criticized, but just try to listen to Nancy’s feelings. She’s really 
hurting, and despite her toughness, I think she’s scared. I think she’s worried 
that maybe you don’t really love her the way you used to. Don’t worry about 
what to say back to her; just open your heart.” 

I wasn't ready for this. 

“Nancy, do you want Carol to reflect back to you what you're saying or just 
listen quietly?” 

Nancy was about to cry. She never cried. I didn’t know what I was supposed 
to do. 

“I just want her to listen. I just want her to get how she makes me feel.” 

“And Carol, this isn’t about making you feel blamed, this is about Nancy 
and her feelings. Try not to focus on how bad it makes you feel. Stay with her. 
We'll both listen carefully to her.” 

“Tl try,” I said as the tears welled up in me. I felt sick, like I just wanted to 
run out of the room but I felt sad for her, too. 


SESSION Il: NANCY 


“Hey, Carol, are you almost done in there?” I called out to her from the kitchen. 
She’s always so slow with her shower and make-up. Like she’s trying to look like 
a movie star or something. 

‘TIl be out in a minute.” I knew it would be 10 minutes. “Hey, did you 
remember getting your pictures for our session today?” 

She stuck her head out, her hair wrapped in a towel turban and another 
towel covering her completely, tucked carefully at the armpits. Modest in her 
own bathroom? Whatever. 

“I did, but I couldn't find many. The ones of me look really dumb,” Carol 
said. 

“Well, dont worry about that, babe. I wasn’t much to look at back then, 
either. I looked just like a boy except for all my hair.” 
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“Why do you think he wants to do the family-of-origin stuff with us going 
over pictures?” Carol asked, drying her hair with the towel. 

“He says it gives him a sense of who we were and what our families were 
like. You know, a picture’s worth a thousand words. Are you nervous about this 
session?” I asked. 

I had been the one pushing for the family-of-origin stuff from the begin- 
ning. We actually had been doing better. Carol liked doing Treadway’s assign- 
ments and was being a “good girl” in therapy. I didn’t know whether she was 
doing it for him, me, herself, or all of the above. Sometimes I wasn’t sure she was 
really ready for this life. But I didn’t want to wait around forever. We've already 
found a donor, not the anonymous kind but a gay friend of ours who volunteered 
and said it would be fine just as long as we didn’t expect too much of him as a 
dad. I have known Rob for a long time. He will be caring and involved somehow. 
He is a really good guy. 

“No, Nancy, I feel as ready as I ever will be to deal with my family. Just as 
long as you promise not to say ‘I told you so’ when I talk about them. I know 
that you think they're the cause of all my issues, and they probably are. Just don’t 
rub it in.” 


There wasn’t much to Treadway’s “show-and-tell” exercise with the pictures 
of my family. I had just brought a few vacation photos with all of us goofing 
with the camera. My mom wasn’t in any of them because she always took them. 
Treadway said that going over the pictures often helped each partner to experi- 
ence the other’s childhood more vividly. It felt a little flat to me. 

But Carol was really into it. She had brought several albums. My first 
thought had been, oh my god, were going to have to look at each one of these, but actu- 
ally it was kind of sweet. And painfully obvious how much Carol was still tied 
up in knots about her family. 

“And here’s my favorite. It’s one of me on a horse with my dad holding the 
reins,” said Carol, showing Treadway and me her last picture. She looked about 
6. A very pretty girl, and her dad looked so proud of her. “What was it like with 
him back then?” I asked. Treadway had encouraged each of us to ask questions. 

Carol blushed and said shyly, “I was kind of a daddy’s little girl back then. 
We did everything together. He was so proud of me. As I grew up, he liked that 
I was a good athlete, much better than my younger brother, actually. We skied 
and played tennis, and even threw the football around together. And he came to 
all my games.” 

Suddenly Carol was choking up. My heart went out to her. I knew where 
this was going. I put my arm around her and said, “Came to your games, but 
couldn’t come to your wedding.” 
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She started to cry hard and slumped into my arms. I felt a rush of tenderness. 
Most of the stories I had heard about her father were about what an asshole he 
was. I had been so mad at that bastard that I’ve really never thought about what 
it was like for her. My father wasn’t particularly happy about my being a lesbian, 
but he would have walked me down the aisle even if I were marrying a zebra. 


LAST SESSION: CAROL 


We had been planning on this being our wrap-up session, and I could tell Nancy 
was really ready to stop. She was totally into getting pregnant and had decided 
that everything was fine now. I was a little nervous. I mean, we were doing much 
better over all. And we did use Dr. T’s homework for negotiating and taking 
turns gifting each other and even for lovemaking. But I really wasn’t sure we 
were ready to have a baby. I still had a hard time wrapping my brain around us 
being parents. 

We spent a chunk of time on updating Dr. T about the pregnancy stuff and 
reviewing how we were doing in general and then at the end he said with his 
warm smile, “So, how do you each feel about this being our last meeting?” 

Nancy jumped in as usual, “Well, Treadway, even though I have always 
thought your homework assignments were a little too contrived and artificial, I 
have to admit they helped. I still wish Carol was zo things as much as I am but, 
hey, I do appreciate her trying.” 

“It’s not that I’m not ‘into’ things,” I said defensively, “I’m just a little more, 
I don’t how to say it, sort of reserved, maybe even shy.” 

“Well you werent so ‘shy’ when we started,” said Nancy with a teasing 
smile. 

Dr. T cut in. “Actually, I would say that’s been the heart of the work in 
here; helping you two move from being in love to in life. Every couple has to 
make some kind transition from the intensity and high of the courtship phase 
to learning how to do the business of life. How do you feel like you've done with 
that, Carol?” 

“I think the therapy has been incredibly helpful at helping us do the busi- 
ness of life. Even though I’m still nervous about this whole baby step, I do 
believe that we can work things out as we go along. 

He turned toward Nancy and asked, “What do you think, Nancy?” 

“Frankly, I think the most important thing we did is you helping both of us 
accept Carol’s family and her messy feelings about them. Her grief about them 
stopped feeling like a threat to me and something she had to fix to make me 
happy. When the baby comes we'll probably have to go through another round 
of rejection and hurt from those people, and I guess we’ll be able to face that 
together. I hope so.” 
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“Well, I hope you two know that you'll always have a space on my sofa if 
you ever need to come back. I have really enjoyed working with you. Frankly, I 
think you'll make a great family together.” 


FOUR YEARS LATER: DAVID 


I am at my desk plowing through e-mail and surprised to see something from 
NancyB12@gmail.com. 


Dear Dr. Treadway, 


It was good to see you at the conference yesterday. You gave a good talk. I 
wanted to write you because telling you about Carol and me breaking up seemed so 
abrupt. I could tell you wondered why we hadn't called you and I don’t want you 
to feel bad. Once we got in trouble again, I thought it would be better to work with 
a lesbian therapist because honestly it didn’t ever feel to me like Carol had really 
dealt with that whole issue. And I thought a woman from the community might 
really help. But Carol started playing her “little goody two-shoes” role in our new 
therapy, and Dr. Blair bought into it. That sounds much meaner than I mean it. 
Honestly, maybe it was really me. I just couldn't take it anymore. I know she loved 
me but she wasn’t “in love” with me. I tried to be a grown-up about it. But you 
know me, I was never that fond of your notions about the value of “effortful love.” 
It always felt a little like settling to me. 

We do co-parent okay and our daughter, Sarah, is perfect (yes, I know I am 
slightly biased, but she is perfect). 

I am sad and happy. I love being a mom, although it can make it a little 
hard out there in the dating scene. 

Anyway, you worked hard with us and we appreciated it. It’s just sometimes 
the princess and the princess don’t live happily ever after. 


Warmly, 
Nancy 


I hit the “keep as new” button. I felt incredibly sad. 

They had stopped coming to see me when Nancy started trying to get preg- 
nant. They seemed to be in a great place. In our 20 sessions they had worked 
hard, learning how to negotiate their differences, reduce their expectations, and 
have a real sense of empathy and compassion for each other. 

The e-mail made me wonder what I had missed. Maybe, if I had it to do 
over again, I might have pushed Carol a little harder about her comfort with a 
same-sex orientation, instead of going along with her compliance. I didn’t know 
whether she had really resolved her sexual orientation enough to fulfill both her 
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and Nancy’s needs. I suspect it was more of problem than I realized and that out 
of my own inexperience and delicacy, I hadn’t challenged them enough around 
sexuality issues. I did recommend that they go online and see if there were any 
sex manuals particularly for lesbians. But I think right from the first interview, 
I may have been a little too inhibited and self-conscious in how I worked with 
them. But looking back, it seems obvious that I should have reviewed my work 
with a colleague of mine who is a lesbian therapist. 

In addition, I might have challenged Nancy a little more around how 
demanding her romantic expectations were. I think she was insecure about Car- 
ol’s sexuality, but her assumption that their relationship should be filled with 
constant bouquets of romance was common. It wasn’t good enough in her eyes 
for Carol to “work” at being a good partner and lover. She wanted Carol have the 
“right” feelings naturally. It’s no wonder she felt like she was just settling. 

Overall, I had been pleased with my work with Carol and Nancy. The heart 
of good couple therapy, as I know it, is helping partners become more comfort- 
able with each other’s discomforts and differences, to be able to share their feel- 
ings without shame or “should”s, and to hear the other’s feelings without taking 
them too personally. Each member of the couple needs to learn how to be care- 
fully true to themselves while in the presence of the other—to apologize and 
forgive, to accept the flaws of each other’s shared humanity. 

And we accomplished much of this. I thought they would make it. 

But who knows what “making it” really is? Is staying together the measure 
of success? In my 35 years of experience with couples, I have helped some couples 
stay together who probably would have been happier divorced and seen couples 
break up who I think would have been more satisfied if they had stuck it out. 

But still our therapy had felt good. Now I wondered how to think about the 
work with them. Was my therapy with Carol and Nancy a success or a failure? 
Were they better off splitting up? Would little Sarah be better off or worse? 
What difference might another therapist with a different theoretical orientation 
have made? 

Doing couple therapy is like sailing in the fog. No clear horizon, just an 
enveloping thick, wet shroud of gray. We plot our course from mark to buoy 
in small increments so we don’t get lost. Each time a bell or can emerges like a 
ghost out of the murk for a moment, we know where we are. Then we carefully 
log our location and reset our course for the next mark. This traditional naviga- 
tional technique is called dead reckoning. 

In therapy, we can’t know where the ultimate destination for a couple will or 
should be. We can just help them navigate from mark to mark and teach them 
the skills to do it on their own. And then let them go, in the hope that they will 
learn how to reach a safe harbor. 

I know this: What happens in therapy is often more a mystery than a sci- 
ence. And the same is true for marriage. I have been married 42 years. My wife 
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and I no longer refer to good days or bad days; it’s more like good decades and 
bad decades. We were way too young to get married. If we hadn't truly loved 
each other and been quite so enmeshed and dependent on each other, I am sure 
we would have divorced in our 20s. Now we treasure the life we've been privi- 
leged to share. 

I look at my blue sofa and picture Carol and Nancy, hip to hip and holding 
hands and smiling at me on their first visit. Tears come to my eyes. 
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